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MESSAGE 


"OH WORLD BE WISE 
THE FUTURE LIES IN CHILDREN'S EYES" 


It gives me great pleasure to endorse my State's promise to the children in this "State 
Programme of Action for the Child", prepared by various sectors in a participatory way. 


Progress towards the goals enumerated ensuring child survival, development, and a productive 
and sustainable future, can be achieved if what we do, we do well, we do together and at once. 
We must bring a sense of urgency to build upon the successes achieved in the areas of child 
health, nutrition and education. Through improved nutrition and safe drinking water our children 
will be able to lead healthy lives. 


For every child to survive we must also ensure that every child must learn. Quality "Education 
for All", especially for girls and the disadvantaged sections of society, will provide new opportunity. 


To achieve these goals, we would have to draw upon the commitment and concern of each 
and every citizen, of organisations and institutions working for children to lead our State in ensuring 
the well-being of our children. 


The cause of meeting the most basic needs of all children must now be taken up with a 
new determination, both for its own sake and as an essential step towards resolving the problems 
of poverty, population growth, and environmental deterioration. 


| am sure with our firm conviction we will be able to stand by our promise to our future 
generation and enter into the twenty-first century with pride. 


rf (Jet eppPa Yor 


M. VEERAPPA MOILY 


—_— 


J. C. LYNN Las Government of Karnataka 
Chief Secretary Vidhana Soudha 
Bangalore - 560 001 


16 March 1994 


FOREWORD 


The “Karnataka State Programme of Action for the Child” is a follow-up of the promises made 
by the global fraternity at the World Summit for Children in 1990, and the National Plan of Action 
- 1992, which set out quantifiable goals and a time dimension to the National Charter of Action 
for children. 


Over the last 47 years we have striven to translate into action the Constitution's Directive 
Principles which have explicitly articulated commitment towards the health, education, recreation 
and productive opportunities for children. India is a signatory to and has ratified the “Convention 
on the Rights of the Child" which sets forth a comprehensive set of norms for the protection and 
well-being of children. The promise and commitment for the survival and development of children 
- especially of the under-five years old children - has to be fulfilled. 


In Karnataka, we hope to achieve the goals set forth in the document with the Participation 
of wider section of society, schools voluntary agencies, charitable and philanthropic institutions, 
academicians - all who have to make this special effort in order that the physical, emotional and 
psychological needs of children are met. 


The promise is one thing. It should be the constant endeavour of all of us - those who 
work for the Government and those others who will join hands with it in this effort - to see that 
implementation and stated policy go together. 


es. 


J. ©. LYNN 
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STATE PROGRAMME OF ACTION FOR THE CHILD 


CHAPTER ONE : INTRODUCTION 


BACKGROUND 


Today's children are the citizens of tomorrow's world: their survival protection and development is a 
pre-requisite for the future development of humanity. Empowerment of children with knowledge and resources 
to meet their basic human needs should be a primary goal of development. The opportunities given today for 
children to realise their fullest potential will determine the quality of human development in the generations to 
come. 


The Constitution of India, in its directive principles of State Policy made many provisions germane to 
development of chilcren: Article 15 (3) enjoins on the State to make special provisions for children and women; 
Article 23 prohibits forced labour; Article 24 prohibits employment of children under 14 years of age in factories, 
mines and other hazardous occupations; Article 39 (a) requires the State to direct its policy towards ensuring 
that young and vulnerable children are not abused; Article 39 (f) requires the State to direct its policy to protect 
children and youth against exploitation; Article 45 provides for free and compulsory education for all children 
under the age of 14 years; Article 47 makes it one of the primary duties of the State to raise the level of 
nutrition and the standard of tving of its people and to improve public health. 


The guidelines enshrined in the Directive Principles of the Constitution have been given clear policy 
articulation through the: 


Rights of the Child - 1959 

sf National Policy for Children - 1974 

a National Health Policy - 1982 

r Child Labour (Prohibition & Regulation) Act - 1986 

National Policy on Education - 1986 / 1992 (modifications) 

e Infant Milk Substitutes, Feeding Bottles & Infant Foods Act - 1992 

. National Policy on Nutrition - 1993 

More recently, the UN Convention on the Rights of the Child unanimously adopted by the General 
Assembly of the United Nations set universal legal standards for the protection of children against neglect, abuse 


and exploitation. It also guarantees their basic human rights including survival, development and full 
participation in social, cultural, education and other endeavours necessary for their individual growth aad 


well-being. 


The September 1990 World Summit for Children, a milestone for child development, attended by aa 

; . 

national heads pst 152 country representatives resulted in a declaration of Plan of Action or — 

/ ‘ons’ /ting in a set of specitic commitments. eSE 
hts of Children on their nations resources result 

7a expressed as a series of new goals to he achieved by the end of the present century. The goals ringed 
control of major childhood diseases, a halving of child malnutrition, a one-third reduction in under-tive deaths, a 
halving of maternal mortality rate, safe water and santation for all communities, universally available basic 


education and women’s literacy. 


To give these promises weightage and to make them a reality, Government of India has developed a 
comprehensive Plan of Action devoted to basic health care, primary education, nutrition, water and sanitation, 
as a commitment to the Indian Child. 


But, policy articulation at the national level will need tc be translated to a Clear and realistic 
programme of action for the child at the state level for ameliorating the plight of children and moving towards 
their optimal growth and development in a time-bound manner. It 1s in this context that a State Programme 
of Action for the Children” was proposed to be formulated by the Government of Karnataka in a participatory 
way. 


THE KARNATAKA SITUATION 


Several positive developments affecting women and children have taken place in Karnataka during the 
last four decades: 


; Birth Rate, which in the 1950s, was 42 per 1000, declined to 31 in the 1980s and further declined 
to 26.2 in 1992. 


Death Rate, which in the 1950s was 23, declined to 11 in the 1980s and came down to 8.5 per 1000 
population in 1992. 


Infant Mortality Rate (IMR) has declined from 89 per 1000 live births in 1976 to 73 per 1000 live 
births in 1992. 


Expectancy of Life at birth has increased to 62 years. 


Age of marriage has been increasing at one year per decade trom 16.5 years in 1961 to 19.2 years 
in 199] 


Child Marriages are on the decline. 


Programme for increasing awareness through Education, Total Literacy Campaigns (TLCs), Mahila 
Samakhya, and other awareness activities were taken up systematically. 


Overshadowing the positive developments are unfortunately a host of negative indices as follows: 


Sex ratio which in 1981 was 963, declined to 960 in 1991. Neighbouring states of Andhra Pradesh 
(972), Orissa (971) and Tamil Nadu (974) have higher sex ratios. 


Age specific death rates indicate higher rates for female children and women upto 35 years of age. 


Total Fertility Rate is 3.3 as per Sample Registration System (SRS) 1992. There are in addition many 
incomplete pregnancies. Over 50% of women suffer from anaemia during pregnancy, which accounts 
for a large number of maternal deaths. Moreover, nearly one-third of children born have a low birth 
weight due to low maternal nutrition status, frequent child bearing, ete. 


National Nutrition Monitoring Bureau data reveal that the level of severe protein malnutrition has 
remained stagnant at 8.3% since 1988. Moderate Protein Energy Malnutrition (PEM) has on the other 
hand shown a sharp increase from 48.8% in 1988-90 to 54.5% in 1991-92. The incidence of Bitot 
Spots in pre-school children is as high as 2.5%. 


Peri-natal deaths, a sensitive index reflecting standards of health care prior to and during pregnancy and 
child birth as well as effectiveness of measures in support of the vulnerable sections increased from 
43.2 in 1981 ta 57 in 1987. 


Mean age of marriage, though increasing at the rate of one year per decade, remained virtually stagnant 
during 1981-1991, but still lower than that in states like Punjab, Kerala. 


Child marriages are still prevalent, especially in the northern districts. A study of 82,000 ever married 
girls in the 10-14 age group showed that 64% were in four districts of Byapur, Belgaum, Gulbarga and 
Raichur. 


Devadasi system is still prevalent, mainly among scheduled castes in northern Karnataka. The dedication 
of girls to prostitution is kept alive by superstition and poverty despite state and private efforts to 
mobilise public opinion against this practice. 


As per 1991 census, 59% of women are still illiterate. This is compounded by a high drop-out rate 
estimated at 34% at primary and 59% at middle school /evel. 


MAJOR & SPECIFIC GOALS FOR THE 1990s 


r 
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1. CHILD HEALTH 


MAJOR GOAL: | 
avin 1995 REDUCTION OF IMR TO LESS THAN 65 PER 1000 LIVE BIRTHS AND 1-4 YEAR 


CMR TO LESS THAN 20 PER 1000 LIVE BIRTHS 


” 2000 REDUCTION OF IMR TO LESS THAN 50 AND 1-4 YEAR CMR TO LESS THAN 10 a 
PER 1000 LIVE BIRTHS e 


Specitic Goals 1995 1997 2000 


Reduction of 
Vaccine Preventable 
Diseases by: 


/mmunisation 85% coverage for each | 100% coverage for Sustain 100% 
antigen each antigen coverage 


Neonatal Tetanus Eliminate Neonatal Sustain Achievement | Sustain Achievement 
Tetanus 


Measles 95% reduction in Sustain Achievement | Elimination of measles 
measles mortality and mortality and 
90% in measles morbidity 
morbidity 


Pcliomyelitis 100% coverage of Sustenance of OPV-3 | Sustenance of OPY-3 


OPV-3 throughout the Coverage levels coverage levels 
State 


Polio free status in 10 Polio free status in Polio free status in all 
districts 15 districts districts throughout 
the state 


—- SVS 
Specific Goals 1995 1997 2000 | 


Improving usage of | Reduction in diarrhoeal \ Reduction in Reduction in 

oral rehydration deaths by 50% diarrhoeal deaths by | diarrhoeal deaths by 

therapy (ORT) and 70% 95% 

reduction in deaths 

and incidence rate | Reduction in diarrhoeal | Reduction in Reduction in 

due to diarrhoea cases by 10% diarrhoeal cases by diarrhoeal cases by 
15% 25% 


Reduction of Reduction in deaths due \ Reduction in deaths Reduction in deaths 


mortality rates due | to ARI by 10% due to ARI hy 30% due to ARI by 40% 
to acute respiratory 

infection (ARI) 

among children 

under-5 years by 

40% 


ro : 


2. MATERNAL HEALTH 


REDUCTION OF MMR TO 300 PER 100, 000 We BIRTHS 


00 REDUCTION OF MMR TO 200 PER 100,000 LE. BIRTHS 


Specitic Goals 


Fducate couples to 
delay regnancies 
below 21 years of 
age; promote birth 
interval of three 
years; restrict total 
number of births to 
two. 


Ensure 100% 
coverage of 
pregnant women 
with ante-natal 
care; 100% births 
attended hy Trained 
Birth Attendants 
and referral 
facilities for high 
risk pregnancies & 
obstetric 
emergencies 
available for every 
3-5 lakh population 


Achievement of 
universal awareness 
about HIV- AIDS by 
2000 A.D. 


Reduce CBR to 
24.5/1000 population 


80% deliveries to be 
attended by TBAs 


Ensure referral facilities 
for every 3-5 lakh 
population in 50% of 
the districts. 


Awareness of HIV/AIDS 
among 50% of the 
population 


Reduce CBR to 
23/1000 population 


90% deliveries to be 
attended by TBAs 


Ensure referral 
facilities for every 
3-5 lakh population 
in 75% of the 
districts. 


Awareness of 
HIV/AIDS among 
70% of the 
population 


Reduce CBR to 
21/1000 population 


100% deliveries to be 
attended hy TBAs 


Ensure referral 
facilities for every 3-5 
lakh population in all 
the districts of the 
state. 


Awareness of 
HIV/AIDS among 
100% of the 
population 


Specific Goals 


Reduction in severe 
as well as 
moderate 
malnutrition among 
under-five year age 
children by half of 
the 1990 levels 


Reduction in 
incidence of low 
birth weight (2.5 
kg. or less) babies 
by 20% from 
existing level 


Reduction of Iron 
Deficiency Anaemia 
(IDA) in women by 
30% from existing 
level 


Universal 
consumption of 
jodised salt 


Control Vitamin A 
deficiency and its 
consequences 

including blindness 


J. NUTRITION 


To bring down the 
levels of malnutrition in 
the northern & eastern 
areas to the levels of 
other parts of the state 


Provision of MCH care 
to all pregnant women 


Reduction of IDA by 
10% 


Ensure jodised salt 
consumption in the 
endemic areas 


To reduce the 
prevalence of bitot 
spots to less than 2% 


To bring down the 
level of severe 
malnutrition to half 
of the level of 1990 


Reduction of Low 
Birth Weight babies 
by 10% 


Reduction of IDA by 
20% 


Ensure universal 
consumption of 
jodised salt 


To reduce the 
prevalence of bitot 
spots to less than 
1% 


To bring down the 
level of moderate and 
severe malnutrition to 
half of the levels of 
1990. | 


Further reduction by 
20% from the current 
level 


Reduction of IDA by 
30% 


Control lodine 
Deficiency Disorders 
in the state 


| Elimination of 


Vitamin A deficiency 


Specitic Goals 


Encouragement of 
all women to 
breastfeed their 
children exclusively 
for 4-6 months and 
to continue breast 
feeding with 
complementary food 
well into the 
second year 


Making all hospitals 
and maternities 
"Baby Friendly" as 
defined by the Ten 
Steps to Successful 
Breastfeeding 


Awareness among all 
mothers on the 
importance of exclusive 
breast feeding during 
the first 4-6 months 
and timely introduction 
of supplementary foods. 


All hospitals and 
maternities with over 
1000 deliveries per year 
certified as “haby 
friendly" 


Exclusive breast 
feeding upto 4-6 
months by 50% 
mothers and 
introduction of proper 
supplementary foods 
hy 80% 


All hospitals and 
maternity centres 
made “baby friendly" 


Encouragement of all 
women to breast feed 
their children 
exclusively for 4-6 
months, continue 
breast feeding with 
complementary foods, 
well into the 2nd year 


80% mothers to 
follow correct infant 
and child feeding 
practices 


4, EDUCATION 


Specific Goals 


Providing to all 
children access to 
primary education 


Ensuring effective 
retention of 
children in schools 
through 
participation of all 
children in teaching 
learning activities, 
and reducing 

drop- out rate 
between class | 
and IV and | to Vil 
hy 80% of the 
existing level. 


Emphasising quality 
of education & 
improving teaching- 
learning activities 
for achievement of 
Minimum Levels of 
Learning at primary 
stage. 


100% net enrolment of 
children in 6-7 age 
group in formal schools 


Special focus on 
enrolment of 
girls/socially 
disadvantaged groups 


90% net enrolment of 
children in 8-10 age 
group in formal/non- 
formal system. 


100% retention of 
children in class | & Il 
with 80% attendance 


Reduction in overall 
drop out rate by 50% 


Introduction of MLL in 
classes I-IV in 3000 


schools and NFE centres 


Training of 35 teachers 
per block in MLL 
strategies 


1995 1997 


100% net enrolment 
of children in 6-10 age 
group in formal/ non- 
formal system. 


75% net enrolment of 
children in 11-13 age 
group in formal/non- 
formal system. 


Continued focus on 
girls, disabled children 
and socially 
disadvantaged children 


100% retention in 
classes I-lV with 80% 
attendance. 


Reduction in overall 
dropout rate by 75% 


Attainment of MLL in 
Classes I-IV in 3000 
schools & NFE centres 


Introduction of MLL in 
classes I-IV in all 
schools & NFE centres 


2000 - 


100% enrolment of 
children in 6-13 age 
group in formal/non- 
formal system. 


Continued focus on 
enrolment and 
retention of girls, 
disabled and socially 
disadvantaged 


Sustaining 
achievement of 
100% enrolment 
with 100% 
completion of 
elementary education 
for every child. 


Reduction in dropout 
rate hy 80% 


Attainment of MLL 
in all schools and 
NFE centres 


Continuous teacher 
training and 
orientation 


WV. Ensuring 
participation of girls 
in education to 
reduce disparities 
between girls and 
boys and making 
education an 
instrument of 

women’s equality 


Ensuring effective 
participation of 
children in 0-6 age 
group in Early 
Childhood Care 
Education (ECCE) 


Providing 
opportunity for 
Miteracy, continuing 
and life-long 
education with 
focus on rural 
women in 15-35 
age group 


Ensuring effective 
people’s 
participation in 

_. education 

“Management — 


Specific Goals 


50% of existing level 


Reduction in dropout by 


1997 2000 


Retraining of 35 
teachers per block 
handling MLL. 


Training of all 


teachers in classes |- 


IV handling MLL. 


Reduction in dropout 
hy 75% of existing 
level 


Reduction in dropout 
hy 80% of existing 
level 


Increase coverage to 
40% children between 
0-6 years. 


75% literacy in 15-35 
age group in districts 

where TLCs are being 
launched. 


Ensuring formation and 
active participation of 

VECS/LECs throughout 

the state 


Increase coverage to 
50% children 
between 0-6 years. 


75% of female 
Iiteracy in 15-35 age 
group in districts 
where TLCs have 
heen launched 


Involvement of Gram 
Sabhas in the 
achievement of 
Universaltion 
elementary education 


Plan towards national 
target of covering 
70% of children 
between 0-6 years. 


75-80% total literacy 
in the state 


Involvement of local 
level gram panchayat, 
yuvak yuvathi 
mandals and others in 
UEE programme 
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Access to Safe 
Drinking Water 
throughout the state: 


5. DRINKING WATER SUPPLY 


To cover all existing 
habitations not yet 
covered 


To cover fully 5000 
out of 19,729 partially 
covered villages 


Completion of IRWSS 
in 3 pilot taluks 
(Hungund, Jagalur, 
Mulbagal) 


Partial coverage 
habitations to be 
upgraded to fully 
covered. 


Coverage of newly 
identified habitations 


Completion of IRWSS 
in 191 villages in 
Bijapur and Dharwar 
districts 

Solving water quality 
problem in 25% 
affected villages 


At least 95% 
coverage of rural | 
habitations with safe 
drinking water @ 40 
Ipcd to reach 100% 


Solving water quality — 
problem in all affected 
villages including 
brackish, fluoride 
water problem, etc. 


6. ENVIRONMENTAL SANITATION 


| MAJOR GOAL: 


| ‘IMPROVED ACCESS TO SANITARY MEANS OF EXCRETA AND WASTE WA TER DISPOSAL 


Specitic Goals 1995 


Environmental 5% coverage of rural | 15% coverage of rural | 30% coverage of rural 
Sanitation population population population 


Guinea Worm Zero case Eradication of 

Eradication guineaworm disease 
taking into account 
three year surveillance 
period 
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7. CHILD LABOUR 


Specitic Goals 1995 1997 2000 


Elimination of child | Formulating and Eliminating child Eliminating child 
labour in classified | initiating POA for labour under 12 labour under 14 years 
& non-classified elimination of child years 

hazardous industries | labour in key industries 
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8 GIRL CHILD & ADOLESCENT GIRL 


Specitic Goals 1995 1997 2000 


Arrest declining trend of | Reverse the existing | Sustain reversal in 
sex ratio declining trend of sex | declining trend of sex 
ratio ratio 


i Reverse the trend 
of decline in sex 
ratio 


100% coverage of girl 
children under primary 
education 


90% coverage of girl 
children under 
primary education 


Ensure 100% girl 
children including 
disabled have 
access to primary 
education through 
formal, non-formal 
and alternative 
system 


80% coverage of girl 
children under primary 
education 


Cover 80% 
adolescent girls by 
special health 
camps & improve 
personal health 
awareness 


Coverage of 40% 
adolescent girls in 
health camps 


Coverage of 70% 
adolescent girls in 
health camps 


Coverage of 80% 
adolescent girls in 
health camps 


Provide vocational 
skills for self- 
reliance among 
50% school dropout 
adolescent girls 


20% coverage of 
adolescent girls in 
vocational training 


30% coverage of 
adolescent girls in 
vocational training 


50% coverage of 
adolescent girls in 
vocational training. 
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9: URBAN CHILD 


Specific Goals 1995 1997 2000 


Health and 
Nutrition 


Education 


Water Supply 


Environmental 
Sanitation 


As in sectoral goals 


As in sectoral goals 


As in sectoral goals 


As in sectoral goals 


As in sectoral goals 


As in sectoral goals 


As in sectoral goals 


As in sectoral goals 


As in sectoral goals 


As in sectoral goals 


As in sectoral goals 


As in sectoral goals 
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10. CHILDHOOD DISABILITIES 


Specitic Goals 


Elimination of polio As in sectoral goals 


As in sectoral goals As in sectoral goals. 


Control of Vitamin | As in sectoral goals As in sectoral goals | As in sectoral goals 
A deficiency and its 
consequences 


including blindness 


Control of lodine 
deficiency disorders 


As in sectoral goals As in sectoral goals | As in sectoral goals 


Reduction of other 
preventable 

childhood 
disabilities 


As in sectoral goals As in sectoral goals | As in sectoral goals 


Early detection and 
community based 
rehabilitation for 

under-five children 


As in sectoral goals As in sectoral goals | As in sectoral goals 


Integration of 
children with mild 
or moderate 
disabilities into 
Mainstream of 
formal education 


As in sectoral goals As in sectoral goals | As in sectoral goals 
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11. CHILDREN IN ESPECIALLY DIFFICULT CIRCUMSTANCES 


Specitic Goals 1995 1997 


For street children, 
neglected and 
orphaned children, 
child prostitutes, 
children of 
prostitutes, juvenile 
delinquents. drug 
addicts and others 
belonging to similar 
categories 


40% coverage in health 
and education 
programmes 


Universal coverage in 
medical camps of all 
children in existing 
institutions 


75% coverage in 
health and education 
programmes 


Sustain achievement 


90% coverage in 


health and education 
programmes 


Sustain achievement 
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GUIDING PRINCIPLES FOR OPERAT IONALISATION 


The following principles guide the overall implementation of the programme of action for the child: 


Holistic View: Going beyond implementation of a disjointed set of individual schemes, perceiving the task in 


its totality and integrating all measures necessary to achieve the goals. 


Forging alliances: Enlisting help of persons representing different sections of society, including: 


all political parties; 

teachers, health workers, anganwadi workers, associations; other grassroot 
functionaries 

voluntary agencies as well as activists groups; 

training and research institutes; 

saksharta samities, mahila mandals, women organisations; 

mass media and other communication agencies. 


Mobilisation: Placing confidence in people for imbibing new ways of learning, health care and economic 
sustenance. 


Communication & Training: Induction of avaiiable communication modes and suitable training of key persons 
and trainers. Traditional forms of expression would be harnessed to create a new understanding and dialogue 
among people. Communication technique of Kala Jatha will be used for dissemination of well-defined messages 
repeatedly conveyed. 


Participatory Planning: The community would be empowered to take responsibility of identifying its own needs 
and given an assertive role in ensuring the successful implementation of programmes devised to fulfil them. 


Effective Decentralisation of functions to enable local personnel the flexibility to devise local specific schemes 
and respond to the demands special to the area. 


Gender perspective to be consistently and visibly reflected: women are the hub around which the family moves 
- reaching out to women means reaching the very core of the present and the future. 


Encouraging Voluntary Agencies to develop new ideas and approaches 


for replicati i on fi 
development model. plication and integration into the 


Vulnerable groups: Ensuring/enc ‘cipati aa 
fhe cied Pp g/encouraging the participation of socially deprived groups so that their priorities are 
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MECHANISM FOR IMPLEMENTATION AND MONITORING 


The State Programme of Action for the child in Karnataka deals with multi-faceted issues for child survival, 
development and protection, and requires a co-ordinated and multisectoral approach in planning and implementation 
for optimum efficiency and impact. This would require clarity of roles and linkages between functionaries 
ensuring effective use and convergence of services at the radial point of delivery. Achievement of the goals and 
time-bound tasks in an efficient and cost effective manner would require close monitoring against predetermined 
and specific indicators. Continuous and ongoing evaluation will provide quantified information for various process 
indicators. Community participation and area specific planning will require greater flexibility in resource allocation 
and budget planning. 


State Task Force: A State Task Force comprising senior officials from the concerned sectors, NGOs and media 
will be set up to monitor, review and oversee resource management of the programme of action: 


Chief Secretary Chairperson 
Additional Chief Secretary Co-Chairperson 
Development Commissioner Member 
Secretary, Social Welfare Member-Secretary 
Secretary, Education, Health, Labour, & Members 


Panchayati Raj & Rural Development, 
Urban Development, Finance, Information 
& Publicity, and Planning 


Representatives from Voluntary agencies 4 Members 

Representatives from Institutes of Social 2 Members 
Sciences & Research 

Representatives from Media 2 Members 


Representative from Department of Women 

& Child Development, Government of India Member 
Regional Director, NIPCCD, Bangalore Member 
Director, Women & Child Development, GOK Member 


Sector Action Plans: An in-depth study and review of the State Programme of Action for Children will be made 
hy each department. This review will facilitate development and specific action plans of each sector, outlining 
strategies to reach the 2000 goals, as well as a projection of the required human, material, and monetary 
resources. Each department involved in the implementation of child survival & development programmes will 
prepare an action plan for the year and present it to the State Task Force for discussion and approval. For 
effective implementation at the district level, the Deputy Commissioners and Chief Executive Officers, Zilla 
Parishads be given orientation on the State Programme of Action to facilitate dissemination to officials at aistrict 


‘level. 


Review at State Level: The State Task Force will undertake a review once in six months while quarterly 
reviews will be conducted by the Secretary, Social Welfare which will be attended by all Heads of Departments: 
Education, Health, Labour, Rural Development & Panchayat Raj, Urban Development, Finance, Planning, 
Information, Women & Child Development and Social Welfare. 
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cilitate review at the state and district levels, the Heads of Departments in 
tors to be adopted. Further review 
At Gram Panchayat level also 


Process Indicators: In order to fa e | pat . tric 
their plans will indicate the process, initiation, direction and impact indica 


at the Taluk level will be done to monitor the progress and impact effectively. 
interactive discussions between officials and elected members will be organised. 


District Level Implementation and Review: At the district level the Chief Executive Officer, Zilla Parishad 
will be responsible for the overall implementation of all child survival, protection and development programmes. 
The Chief Executive Officer will ensure an orientation on the Programme of A ction to all concerned officials. 
The Department of Women and Child Development will evolve a set of key indicators to monitor at the district 
level, These will be incorporated into the district reviews for development schemes. Innovative strategies and 
trends can be studied in depth with micro level studies to build up the data base, with the advice of the Chiet 
Executive Officer. Similarly mid-term reviews or evaluations can also be initiated. The Chief Executive Officer 
will be the focal point for NGO collaboration in the district. Check lists on the progress of the goals would be 
developed by the Department of Women and Child Development for review by the Chief Executive Officer. 


Role of local self government and communities: Regular reviews at Taluk, sub-Taluk levels by officials and 
panchayats will help in community mobilisation and participation in areas related to child development. Women 
members of panchayats will be oriented and trained to enable them to fulfill their roles and functions effectively. 
Panchayat/sub-Taluk level meetings on Programme of Action can be held for orienting and evolving effective 
mechanisms for monitoring. 


Feedback to State Monitoring Cell: Periodic reviews at all levels with various functionaries as well as inputs 


from NGOs and others will reflect the achievement and progress towards the decadal goals for child development. 
This will be reported to the State Task Force to facilitate review and policy support at the highest level. 
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SPECIFIC GOAL 1: CHILD HEALTH 


Reduction of Vaccine Preventable Diseases by: 


a) Sustaining Immunisation Coverage of 100% in eath district using Coverage Evaluation Survey 
data. 


b) Elimination of neonatal tetanus by 1995. 


c) Reduction in measles deaths (mortality) by 95% and reduction in measles cases (morbidity) by 
90% by 1995. 


d) Ehmination of poliomyelitis in 10 districts by 1995 and all districts by 2000 AD. 
Achievement of universal usage of Oral Rehydration Therapy (ORT) by 1995: Reduction of 95% deaths 
due to diarrhoeal dehydration in children 0-5 years and 25% reduction in diarrhoeal incidence rate hy 


2000 A.D. 


Reduction of mortality rates due to Acute Respiratory Infection (ARi) among children under-5 years by 
40% by 2000 A.D. 
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B. PRESENT SITUATION: 


Infant and Child 
mortality rates are sensitive 
indicators of socio-economic 
development as well as the 
efficacy of various public 
health and medical 
programmes. According to 
Sample Registration System 
(SRS), the IMR of 
Karnataka is 73: rural 82 
and urban 41. The 
National Health Family 
Survey (NFHS) 1992 has 
however reported a lower 
IMR of 65.4, the neonatal 
mortality being 45.3 and 
post neonatal mortality 
20.2. The under-five children mortality is 21.1 as per 1990 SRS. 


|UNDER FIVE CHILD MORTALITY RATE, 


0 Li 
198485 86 87 88 89° 90 91 92 93 94 ea 96 97 98 992000 
YEAR 


* TREND &] PROJECTION 


[ Source: SRS | SRS 


Infant and Child Mortality have declined during the past 15 years. However, during the past five years 
the decline has not been significant. This is also true of neonatal and post neonatal mortality; in the case of 
the former, the decline has 
been visible only during the 


past 10 years. In the past 
five years, — neonatal 
mortality rate has heen 
twice the level of post 
neonatal mortality. The 
health condition of the 
mother, her age and parity 
at child bearing, the quality 
of maternal care during 
pregnancy and at the time 
of delivery are some of the 
important factors — that 
influence neonatal mortality 
rate. Therefore, 
appropriate programme 
interventions are necessary 
for further reduction 
in neonatal mortality rate. 
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SPECIFIC GOAL (i); | REDUCTION OF VACCINE PREVENTABLE DISEASES 


A. GOAL (a) Sustaining Immunisation Coverage of 100% in each district using Coverage 


Evaluation Survey data. 


B. PRESENT SITUATION: 


Karnataka attained Universal Immunization Coverage in 1990 and has succeeded in sustaining coverage 
levels since then. In 1992-93, more than 85% coverage was reported for each antigen in practically all districts, 
barring some of the northern and eastern districts. However, even in the relatively well covered districts, 
Coverage Evaluation Surveys (CESs) have revealed lower levels of achievement for the measles vaccine. The 
cold chain is a critical variable. Although the cold chain equipment ‘breakdown rate’ has been held at less than 
6%., and more than 85% of OPV samples tested have been found satisfactory with regard to potency /evel, 


there is scope for considerable improvement. 


Universal Immunisation Programme: Coverage of all pregnant women with at least two doses of 
tetanus toxoid and all infants with one dose of BCG, three doses of OPV, three doses of DPT and one dose of 
Measles. The major ongoing strategies include: 


Fixed day strategy is followed. Immunization sessions are held in all hospitals and health centres as 
well as outreach sessions for every 1000 population once a month. In addition, immunisation services 
are available daily in large hospitals. 


Catch up rounds are organised every year in areas with low immunisation coverage. 


Collecting information about cases and deaths due to poliomyelitis, neonatal tetanus, measles etc., 
is strengthened. 


Information Education & Communication (IEC) activities through mass media and interpersonal 
communication are promoted. 


Involvement of NGOs, like Rotary, Lions and private sectors, particularly in urban areas contribute to 
higher coverage. 


C. AIM: 


By 1995: Fach district to reach more than 85% coverage 


f : aes 
Evaluation Survey (CES) or each antigen verified hy Coverage 


By 1997: Achieve 100% coverage for each antigen 


By 2000: Sustain 100% coverage for each antigen 
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MAJOR STRATEGIES: 


The fixed day strategy for providing immunization outreach services, catch up rounds for increasing 
coverage in high risk areas where the coverage is inadequate and a good surveillance system for 
sustaining high immunization coverage will be continued and further strengthened. 


Cold chain maintenance will be ensured by periodic and timely servicing and repairs of cold chain 
equipment, attendance of breakdown within a week, keeping sufficient stocks of spares in the float 
assembly, lifting vaccine samples once a month in randomly selected taluks for potency testing and 
recording temperatures in the cold chain equipment twice daily and replacement of defective cold chain 
equipment. 


Monitoring of proportion of immunization sessions held will be given due priority for sustenance of high 
coverage levels. 3 


Mapping of the high risk area will be ensured for each district where coverage needs to be increased. 
Attention will be on analysis of the causes for low coverage, early registration of antenatal mothers, 
conducting special immunization camps/sessions to increase coverage and ensuring that booster doses 
are given on schedule. All factors for low coverage will be identified and attended to with people’s 
involvement. 


Regular reviews and monitoring of performance at state/district/PHC level will be carried out. 


Private practitioners will be involved through Indian Medical Association to ensure that they adhere to 
the national immunization schedule and norms for cold chain maintenance. Support will be provided to 
them, wherever possible. 
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ISSUES TO BE ADDRESSED: 


Coverage in urban areas especially in the slums need to be improved and sustained. —_ — 
services and urban ICDS projects have addressed this issue, there are areas wale: ar & still 
inadequate. Likewise sessions beyond the sub-centre level need to he orgamsed amd monitored for 
improvement.. Availability of all antigens, especially measles in all sessions needs: to be ensured 


The private sector is actively involved in urban areas. There is need to evolve a mechanism for strong 
performance surveillance data on Vaccine Preventable Diseases like Poltomyehtis, Neonatal Tetanus. and 
Measles. Cold chain maintenance in private sector also needs greater attention. 


Quick replacement of ageing vehicles and cold chain equipment needs attention: 


Reporting of Acute Flaccid Paralysis (lameness of limbs), measles; and tetanus should be made 
mandatory. 


Administrative issues like filling up of the posts requires greater attention. 19 posts of Refrigeration 
Mechanics need ta be: filled’ up: 


Training, reorientation and updating of knowledge and skills for all categories: of persons, including 


medicals, para-medicals, staff of ancilliary departments, NGOs, administrators, private: practitioners, 
representatives from the community needs to be taken up on priority. 
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A. GOAL (bh) Flimination of neonatal tetanus in all districts by 1995. 


Karnataka has achieved more than 90% immunization of pregnant women against tetanus. The 
percentage of institutional deliveries is 33.8% as per SRS 1990. Similar findings (37%) have been reported by 
National Family Health Survey (NFHS). Jn the state as a whole, about 37 per cent of deliveries occurred in 
medical institutions and the remaining 63 per cent were domiciliary deliveries, most of which were attended by 
the Traditional Birth Attendants (TBAs) or other persons. Among the deliveries that occurred in medical 
institutions, the jublic sector accounts for largest share with 58% as compared to 42% in the private sector. 


An analysis of the background characteristics shows women residing in urban areas, women with higher 
iiteracy, women with lesser number of living children had a higher prevalence of institutional deliveries. This 
trend is in the expected direction. 


Districts have formulated plans of action for control of Neonatal Tetanus (NNT). The strategy includes 
two major components: 


(a) elevating tetanus toxoid coverage of all pregnant women to near 100% in all districts, and 
(b) promotion of safe deliveries at home and in institutions. 


Fourteen districts are in the control stage and six are in elimination stage according to Government Of 
India classification. There has been a gradual decline in the number of reported cases from 221 in 1989 to 32 
in 1993. 
C. AIM: 
By 1995: Eliminate Neonatal Tetanus 
By 1997: Sustain Achievement 
By 2000: Sustain Achievement 
D. MAJOR STRATEGIES: 
Early registration of pregnant women at village level 


Cent percent coverage of pregnant women with 2 doses of Tetanus Toxoid (TT) and booster doses in 
cases where earlier protection is less than 3 years 


Promoting clean deliveries by making available disposable delivery kits (DDKs) to dais/pregnant women 
well before the expected date of delivery and achieve 100% coverage of deliveries assisted by trained 
personnel. Women’s groups would be encouraged to undertake production of Disposable Delivery Kits 
with departmental funding. 
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Identification and mapping of high risk areas and improving practices of TBAs in appropriate care and 


safe deliveries. 


Investigating all NNT deaths and instituting a system of ZERO cases recording. 


Creating a political urgency and commitment for NNT elimination. 


The TBAs training curriculum would be upgraded and training and reorientation of all Traditional Birth 
Attendants (TBAs) would be completed within 2 years. Special skills to deal with delivery in a local 


setting would be upgraded. 
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A GOAL (c) Reduction in measles deaths by 95% and reduction in measles cases hy 90% 
hy 1995 compared to 1985 levels. 


B. PRESENT SITUATION: 


The reported measles vaccine coverage is more than 85% in the State as a whole, however with 
considerable inter-district variations. Four districts Uttara Kannada, Bellary, Dharwad and Chickmaglur failed to 
achieve even 80% coverage in 1992-93. CES reveal lower levels of coverage in some districts (over 10% 
difference). A marked reduction in number of cases has been noted in the past. In 1993, only 5427 cases have 
been reported. 


C. AIM: 

By 1995: 95% reduction in measles mortality and 90% in measles morbidity 
By 1997: Sustain achievement 

By 2000: Elimination of measles mortality and morbidity 


D. MAJOR STRATEGIES: 


/mproving overall measles vaccine coverage through fixed-day strategy especially in low performing and 
remote areas through quarterly catch up rounds. 


Strengthening routine reporting of measles cases and deaths, and active surveillance. 


Improving epidemic management principally through acceleration of measles vaccination coverage in pre- 
epidemic periods. 


Correct case management of all acute respiratory infections and management of post-measles 
complications. Administering Vitamin A concentrate @ 2 lakh International Units (1Us) to all children 
affected by measles during outbreak. 
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Initiating concerted communication efforts for creating awareness of measles as a killer disease in the 
ferrals to appropriate health 


community, looking out for early signs of complications and focussing on re 
facility. 


Upgrading the skills of health workers for correct case management and equipping the first referral units 
with oxygen and essential drugs. 


/mmunizing children over one year of age not covered earlier, rather than wasting measles vaccine, 
unused in the immunisation session. 


Strengthening routine reporting of measles cases and deaths by making measles a notifiable disease. 


A. 


B. 


GOAL (d) Elimination of poliomyelitis in 10 districts hy 1995 and eradication throughout 
the state by 2000 AD. 


PRESENT SITUATION: 


The year 1992-93 recorded 92% coverage as per objective performance. 10 districts are in endemic 


stage while 10 are in control stage according ta Government of India criteria. There has been a marked 
reduction af reported cases from 492 cases im 1992 to 292 cases during 1993. 


C. 


By 1995: 100% coverage of OPV-3 throughout the state 


Polio free status in 10 districts 


By 1997: Sustenance of OPV-3 coverage levels 


Polia free status in 15 districts 


By 2000: Sustenance of OPV-3 coverage levels 


Polio free status in all districts throughout the state 


MAJOR STRATEGIES: 


Hlevating coverage through centre and outreach approaches and identifying areas of low performance 
for catch-up rounds. 


Provision of three doses of OPV along with DPT at 6 10, 14 weeks age, to all infants as part of 
primary immunization, administering booster dose after a year along with DPT vaccine. A zero dose to 
he: provided at birth in cases of all institutional deliveries. 


Undertaking mop-up rounds for 3 consecutive years in areas: reporting cases during specific low 
transmission months. Two doses of OPV at 1 month interval to be given to all children below 3 years 
in respect of previous immunisation. status. 

Ensuring early identification, reporting and line listing of polio cases. 

Instituting measures for early containment of outbreak cases: Two doses of OPV towards ring 
immunisation to all children under 3 years of age in 5000 population surrounding the rural area and 
10000 in urban area within 2 weeks of outbreak. No ring immunisation to be done after one month 
of outbreak. 


Promoting vaccine quality control. 


3T 


Developing a system of collection of faceal samples and referral of specimens to reference laboratories 


for polio virus. 


Ensuring effective and efficient use of mass communication for awareness, conscientization and action. 
Undertaking spot mapping and identification of "high risk” pockets. 


Strengthening surveillance of cases of Acute Flaccid Paralysis (AFP) among children. Line disting 
formats for AFP will be provided to all NGOs and Medical practitioners for strengthening surveillance. 


Encouraging reporting of lameness by the community and others from the private and Health sectors as 
well as NGOs. 
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A. SPECIFIC GOAL (ii): IMPROVING USAGE OF ORAL REHYDRATION THERAPY (ORT) AND 
REDUCTION IN DEATHS AND INCIDENCE RATE DUE TO DIARRHOEA 


B. PRESENT SITUATION: 


Diarrhoea is a major cause of mortality in children under five years of age. The National Diarrhoeal 
Diseases Control Programme was started during the Sixth Plan and intensified during the subsequent plans with 
an objective to reduce mortality due to diarrhoeal diseases through promotion of Oral Rehydration Therapy (ORT) 
and health education in the home management of diarrhoea. A distribution system of Oral Rehydration Salt (ORS) 
packets was integrated with the primary health care system. 


The ORT use rate as revealed hy Coverage Evaluation Survey data is around 30-35%. Nine Diarrhoea 
Training Units (DTUs) are functioning in medical colleges. 12-16 lakhs of ORS packets are distributed to all the 
districts. Mothers’ meetings are being held to improve knowledge. Fiip charts are in use. District Hospitals 
have been equipped with utensils for demonstration on preparation of ORS solution. The present approach 
includes: 


Fducating mothers and communities to enable them to initiate home care of 90% of the children 
suffering from diarrhoea by using home-available fluids, continuing feeding during diarrhoea and 


recognizing early signs of dehydration. The home available fluids propagated for use include rice water, 
dal water and coconut water. 


Improving the case management of cases at all health facilities by training health personnel involved in 
primary health care services, district hospitals and medical colleges. 


Providing free ORS packets at all health facilities and taking up social marketing of ORS so that packets 
are easily available at affordable rates to the people in each village, preferably through fair price shops. 


C. AIM: 


ORT usage rate for cases of diarrhoea treated at home and 80% of cases leaving home seeking 
treatment receiving ORS. 


By 1995: Reduction in diarrhoeal deaths hy 50% 
Reduction in diarrhoeal cases by 10% 


By 1997: Reduction in diarrhoeal deaths by 70% 
Reduction in diarrhoeal cases by 15% 


By 2000: Reduction in diarrhoeal deaths by 95% 
Reduction in diarrhoeal cases by 257% 
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MAJOR STRATEGIES: 


Propagating ORT: Culturally acceptable home fluids have heen identified and included in programme 


training materials. These now need to be communicated much more widely. 


Training of medical officers and health functionaries on correct case management of diarrhoeal diseases 
through the CSSM programme as well as ICDS infrastructure. 


Ensuring 24 hours availability of ORS at village level through health system, village level functionaries 
as well as Public Distribution System (PDS). Depot holders in each village and urban slum to be 
identified and trained in correct management of diarrhoea. These depot holders could be village level 
functionaries like school teachers, Traditional Birth Attendants (TBAs), members af Women’s Groups 
or Panchayat members besides the health and nutrition functionaries. 


Setting up ORT corners in health centres/hospitals 

Ensuring correct case management in all public sector health facilities and in the private sector through 
Indian Medical Association & Indian Academy of Paediatrics Karnataka. Alliances with professional 
bodies offers considerable potential for achieving change in the prescription and treatment practices in 
the private sector. 

Going beyond the health sector: empowering household families with the appropriate knowledge for 


correct case management of diarrhoea by promoting use of home available fluids by all mothers at the 
first sign of diarrhoeal disease and timely referral for management of dehydration. 


Mobilising professional bodies and specialists for promoting ORS as a standard and life saving regimen 
for correcting dehydration 


Advocating consumer movement for safer medicine: 
ORS use and dissuading use of anti-diarrhoeals 
Monitoring ORT/ORS use for all children seeking care. 


Promoting activities aimed at diarrhoea prevention e.g. hand washing, household water storage and 
protection, immunization against measles, Vitamin A supplementation. 


Identifying and involving community hased organisations for promotion and assessment of ORT use and 
continued feeding and promoting and protecting the culture of breastfeeding including colostrum, and 
environmental sanitation. 
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Intensifying Information, Education and Communication activities to focus on: 


a. mass media network for information dissemination and education 

b. interpersonal communication by health and nutrition workers, and local opinion leaders such as 
teachers. 

2 communication to promote ORS prescription through physicians, nurses and health workers, and 


rural medical practitioners. The concept of not using antibiotics and anti-motility drugs for 
acute diarrhoeal diseases to be emphasized. 


d. mothers to be taught to start giving Home Available Fluids (HAFs) if the child has any alteration 
in the fluidity and frequency of stools 
é. provision tor display of standard diarrhoea management charts in all health/nutrition facilities, 


schools and public places 
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A. SPECIFIC GOAL (ii): REDUCTION OF MORTALITY RA TES DUE TO ARI AMONG UNDER-5 CHILDREN 


B. PRESENT SITUATION: 


al outpatients and one-fifth of the hospital admissions belong to ARI 


Nearly one-third of the hospit 
problem Py. Medical Officers and Health Workers are being trained to improve the knowledge and skills 


for detection and instituting proper case management. ARI control programme was launched in 1989-90 as a 


pilot project in Chickmaglur with the primary objective of reducing ARI associated mortality through provision of 


anti-microbials at the most peripheral level. 


C. AIM: 

By 1995: Reduction in deaths due to ARI by 10% 
By 1997: Reduction in deaths due to ARI by 30% 
By 2000: Reduction in deaths due to ARI by 40% 
D. MAJOR STRATEGIES: 


Training of health workers on correct case management of ARI aud provision of cotrimaxazole to them. 


Promotion of home management of mild infection and timely referral to health centre if the child does 
not improve. 


Provision of antibiotics and other facilities for correct case management at health care facilities 
especially FRUs. Funds for procurement and availability of cotrimaxazole to be ensured. 


Concerted communication efforts through mass media and inter-personal commuiucation. 
Upgradation of the skill of Mid-Level Managers for management of complicated cases. 


Skills for identifying cases of pneumonia to be imparted to TBAs and mothers. 


Baseline study of the status of ARI in the Community. 


A. SPECIFIC GOAL 2: MATERNAL HEALTH 


I. Fducate couples to delay pregnancies below 21 years of age; 
estrict total number of births to two. 


il. Ensure cent percent coverage of pregnant 


trained birth attendants and referral facili 
available for every 3-5 lakh population. 


il. Achievement of universal awareness about HIV/AIDS by 2000 A.D. 


B. PRESENT SITUATION: 


Maternal Mortality 


promote birth interval of three years and 


women with antenatal care; cent percent births attended by 
‘ties for high risk pregnancies and obstetric emergencies 


Rate in Karnataka Is 


estimated to be between 


400-500 per 100,000 live 
births. Based on this, it is 


mothers die in child birth 
every year, i.e. 30 mothers 
die everyday or one every 
hour. The major immediate 
causes of maternal deaths 
are Bleeding (22% or 2,500 
deaths per annum), 
Anaemia (20% or 2,250 


OTHERS(INC. ABORTION) 
34% 


HAEMORRHAGE 
estimated that 11,200 ; 22% 


per annum), Puerperal Source : Registrar G | of Indi 
Sepsis (12% or 1,350 per 2 
annum), Toxaemia (12% or 


3 


1,350 per annum). The underlying factors are early marriage, early and frequent child bearing with short spaced 
pregnancies, coupled with iletracy, malnutrition and poor availability of proper maternity services. 90% of these 
deaths can be prevented over time with appropriate health, social and economic measures; and over two-thirds 


of these deaths can be prevented “now”, if appropriate health measures are instituted. 
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A. SPECIFIC GOAL (i) EDUCATE COUPLES TO DELAY PREGNANCIES BELOW 21 YEARS OF 
AGE; PROMOTE BIRTH INTERVAL OF THREE YEARS: RESTRICT TOTAL 
NUMBER OF BIRTHS TO TWO 

B. PRESENT SITUATION: 

Crude Birth Rate (CBR) stands at 26.2 per 1000: rural 27.3 and urban 23.3 According ta SRS data 
the total fertility rate in 1987 was 3.7 in rural and 2.9 in urban areas and 3.4 for the State which declined 
to 3.1 in 1992. The annual exponential growth rate is 2.19%, Couple Protection Rate is estimated at 48.2% 
c: AIM: 

By 1995: Reduce CBR to 24.5/1000 population 
By 1997: Reduce CBR to 23/1000 population 
By 2000: Reduce CBR to 21/1000 population 
D. MAJOR STRATEGIES: 

Family planning built into the comprehensive package of MCH/CSSM 

Focus on younger couples and spacing methods. 

Involvement of all systems of health care and NGOs 

Social marketing of contraceptives 


Invoivement of Panchayati Raj Institutions and People’s groups 


Innovative approaches for strengthening IEC activity for small family 


Special efforts in poor performing districts. 
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A. SPECIFIC GOAL (ii) | ENSURE 100 % 


COVERAGE OF PREGNANT WOMEN WITH ANTENATAL 
CARE: 100% BIRTHS ATTENDED BY TRAINED BIRTH ATTENDANTS AND 


REFERRAL FACILITIES FOR HIGH RISK PREGNANCIES, AND OBSTETRIC 
EMERGENCIES AVAILABLE FOR EVERY 3-5 LAKH POPULATION 


B. PRESENT SITUATION: 


More than 60% of the pregnant women are 
receiving iron folic acid; 40 - 70% have access to 
antenatal care; while deliveries by trained birth 
attendants is more than 60%. According to the 
1993 National Family Health Survey Study, the 
utilisation of antenatal services was found generally 
high. 74.8% of the women received Iron Folic Acid 
(IFA) tablets. About 60% of the women had 
antenatal check up done by doctors in medical 
institutions. 41.9% of women received antenatal 
care from health workers during home visits. Mother 
& Child Health is being addressed through the 
ongoing programmes like: 


Child Survival 
Programme (CSSM) 
Family Welfare Programme 

India Population Project - Vill & IX 


& Safe Motherhood 


C. AIM: 
By 1995 
By 1997 


By 2000 


By 1995 
By 1997 


By 2000 


DELIVERIES BY TYPE OF ATTENTION AT BIRTH | 


1987 1990 


YEAR 


Bi institutional [JAttd.by tnd prof HB Attnd untrnd prot/othr | 


Source : SRS | 


1989 


80% deliveries to he attended by trained birth attendants 
90% deliveries to be attended by trained birth attendants 


100% deliveries to be attended by trained birth attendants 


Ensure referral facilities for every 3-5 lakh population in 50% of the districts 
Ensure referral facilities for every 3-5 lakh population in 75% of the districts 


ssh Faery ai ee a(ces For, aver Y 3-5 lakh population in all the districts of the State. 
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MAJOR STRATEGIES: 


Intensification of CSSM Programme providing a package of services : essential obstetric care, early 
detection of complications and emergency services for those who need it. 


Supporting MCH services: ante-natal care, immunization, management of anaemia, timing and spacing 
of births, clean delivery ete. 


Developing an appropriate communication strategy: bridging the gap between awareness and utilisation 
of MCH services through intensified motivation, education and communication. 


Upgrading of knowledge and skills of Medical Officers and Health Workers for essential obstetric care, 
early detection and management of complications. 


Ensuring services for immunization with tetanus toxoid, prophylaxis and treatment for anaemia, services 
for birth spacing and timing, antental care, management of sepsis and toxemia through the CSSM 
programme. 


Providing first referral services for obstetric emergencies specifically bleeding and obstructed labour for 
every 500,000 population in a phased manner. 


Developing alternate modes for transportation of emergencies through community support. 


41 


A. SPECIFIC GOAL (iii/: ACHIEVEMENT OF UNIVERSAL AWARENESS ABOUT HIV/AIDS BY 2000 


B. PRESENT SITUATION: 


HIV/AIDS is an emerging health problem. Of the 289,022 blood samples screened 1, ] 60 were found 
positive. There has been a progressive increase in seropositivity. Unless HIV/AIDS prevention and control 
programmes are implemented speedily, the gains achieved in child and maternal health indicators will be reversed. 
CDR, IMR, common infectious diseases especially Tuberculosis will rise. There will be a heavy burden on medical 
mstitutions with concurrent rise in health care costs. A/DS orphans, AIDS in new borns and rising incidence 
among women are bound to affect the status of children. A strategy has been developed for prevention and 
control of HIV/AIDS with well-defined components. The State AIDS Cell is established. A State level Empowered 


Committee has also been formed. 
C. AlM 
By 1995: Awareness of HIV/AIDS among 50% of the population 
By 1997: Awareness of HIV/AIDS among 70% of the population 
By 2000: Awareness of HIV/AIDS among 100% of the population 
D. MAJOR STRATEGIES: 
Development of communication strategy for prevention and control of AIDS 


Sensitisation of youth through involvement of National Service Scheme/Nehru Yuvak Kendras and NGOs 
for promoting youth action for AIDS contro| and positive health 


Support village depots for condoms 
Training of medical, para-medical staff and non medical functionaries in Government and Private Sector 


The value of sterilized needles and syringes will he incorporated into Health Education and use of these 
ensured in all health facilities. Autoclaving facilities made available wherever necessary. 


A state level communication strategy will be formulated Dissemination of information will be intensified 


Wherever possible software Preparation will be entrusted to competent voluntary organisations. 


42 


Ii. 


Ml. 


VI. 


Vil. 


SPECIFIC GOAL 3: NUTRITION 


Reduction in severe as well as moderate malnutrition among under-5 age children by half of the 199C 


levels. 


Reduction in incidence of low birth weight (2.5 kg or less) babies hy 20% from existing level. 
Reduction of iron deficiency anaemia in women by 30% from existing level. 

Universal consumption of iodised salt. 

Control of Vitamin A deficiency and its consequences including blindness. 


Encouragement of all women to breast-feed their children exclusively for four to six months and to 
continue breast-feeding with complementary food well into the second year. 


Making all hospitals and maternities “baby-friendly" as defined by the Ten Steps to Successful 
Breastfeeding. 
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A. SPECIFIC GOAL {i) REDUCTION IN SEVERE AS WELL AS MODERATE MALNUTRITION 
AMONG UNDER-FIVE CHILDREN BY HALF OF THE 1990 LEVELS. 


B. PRESENT SITUATION: 


Protein Energy Malnutrition (PEM) is the most widespread disorder among children. Severe malnutrition 
is estimated to be around 3% in 1989 compared to 6% during the 1976-79 period. Chronic malnutrition was 
estimated to be around 37% in 1989. PEM prevalence is higher in northern and eastern Karnataka compared 
to western and southern areas. Clinical forms of malnutrition are prevalent in 1.8% of children compared to 
3% in 1975. Although there has been significant decline in levels of severe malnutrition, improvement in child 
nutrition is not reflected in the growth performance. A vast majority of children in the lower socio-economic 
group show varying degrees of growth retardation. The mean heights and weights of the children have almost 
remained static over the last decade. Attention therefore is to be paid to these children with growth failure. 
Efforts should be made to see that these children attain better nutrition and growth, and develop to their full 
potential. 


The nutrition component of ICDS programme is mainly aimed at prevention of PEM among children (6 
months to 6 years) through supplementary feeding in Anganwadi Centres. Late introduction of supplementary 
feeding, while weaning a child is the most important cause for growth faltering and subsequent severe 
malnutrition. Thus, it must be ensured that in addition to the children attending the Anganwadis (3 to & yrs), 
children between & months and 3 years also invariably receive supplementary feeding through community action 
as this is the most vulnerable group for onset of malnutrition. Further, the importance of covering children in the 
6 months to 2 years age group should be spread in the community by awareness programmes so that all pre- 
school children are provided adequate feeding in the homes by families and communities. 


C. AIM: 

By 1995: To bring down the levels of malnutrition in the northern and eastern areas to the levels 
of other parts of the state 

By 1997: To bring down the level of severe malnutrition to half of the level of 1990 

By 2000: To bring down the level of moderate and severe malnutrition to half the 1990 levels 


D. MAJOR STRATEGIES: 
Formulation of a State level Nutrition Policy based on the National Policy. 


Strengthening ICDS programme and extending existing maternal and child nutrition programme with focus 
on reaching the unreached. Taluk and District ICDS committees to be revitalised. 


Strengthening inter-sectoral co-ordination. 
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Addressing child & maternal nutrition comprehensively through ICDS, Health, Tribal, Urban poverty 


alleviation schemes. 

/mproving access to health, safe water and sanitation. 

Ensuring supplementary food to pregnant mothers with risk. 

Early initiation of breastfeeding to he encouraged and the value of colostrum promoted 
Ensuring supplementary nutrition for children under three years of age. 

Improving preventive health care and referral facilities. 


Strengthening support to health and nutrition by better targetting so that expectant mother has acces: 
to information, additional food and resources. 


Encouraging small family norms and adequate spacing. 


Instituting community based growth monitoring/promotion with mothers’ involvement and focus on 
"at risk" children. 


Intensifying Health & Nutrition education. 


Sensitizing frontline workers through frequent training. 


A. SPECIFIC GOAL (ii): REDUCTION IN INCIDENCE OF LOW BIRTH WEIGHT (2.5 kg OR LESS) 
BABIES BY 20% FROM EXISTING LEVEL 


B. PRESENT SITUATION: 


The intra uterine development of the foetus, birth weight and subsequent growth and development of 
the infant depend mainly on the nutritional status of the mother. The prevalence of low birth weight babies 
ranges from 27 to 56% in urban and 33 to 41% in rural areas. Low birth weight is a major contribution to 
neonatal mortality and maternal malnutrition the major cause. The other risk factors are age, height and weight 
of the mother, interval between pregnancies, anaemia etc. Mean age at marriage is 19.21 years (female) : much 
lower in rural areas. Data has shown that 15-20% of the mothers have heights and weights lower than the 
normal standards, thus posing obstetric risks and low birth weight babies. Though data on anaemia Is scanty, 
anaemia is also a contributing factor. Malnutrition in early childhood results in poor growth and development 
of the mother and early motherhood also prevents realisation of full growth potential. 


C. AIM: 


By 1995: Provision of MCH care to all pregnant women 
By 1997: Reduction of low birth weight babies by 10% 
By 2000: Further reduction by 20% from the current level 
D. MAJOR STRATEGIES: 


Communication on nutrition to be developed to create greater awareness of nutritional problems and their 
solutions. 


Nutrition education to be closely linked to activities like immunization, oral rehydration therapy, promotion 
of breastfeeding, birth spacing, training and female literacy. 


Correct dietary habits of mothers for improving nutritional levels through behavioural change to be 
promoted. 


Ante-natal and post-natal care for preventing low birth weight babies to be provided. 


Ensuring better nutritional coverage right from the first trimester to the major period of Jactation. 


Community awareness for avoiding hard labour during the last trimester of pregnancy to be created 


REDUCTION OF IRON DEFICIENCY ANAEMIA (IDA) IN WOMEN BY 30% 


PECIFIC GOAL (iti) 
Ae FROM EXISTING LEVEL 


B. PRESENT SITUATION: 


Iron Deficiency Anaemia (IDA) is one of the mayor nutritional problems affecting the health of pee: 
& children. Anaemia in pregnant women leads to maternal morbidity and mortality, sad is also associated wit. 
premature delivery and low birth weight babies. ICMR studies have indicated that 80% of pet women - 
anaemic. About 67% of preschool children are estimated to be anaemic in Chitradurga and 90% in Bidar district. 
Under the Prophylactic Programme against Nutritional Anaemia combined tablets of folic acid and ferrous sulphate 
are being distributed to pregnant & nursing mothers and pre-school children. If found anaemic, one more course 
of these tablets is provided to pregnant women in order to reduce risk factors contributing to maternal mortality. 


C. AIM: 

By 1995: Reduction of lron Deficiency Anaemia hy 10% 
By 1997: Reduction of Iron Deficiency Anaemia hy 20% 
By 2000: Reduction of Iron Deficiency Anaemia by 30% 
D. MAJOR STRATEGIES: 


Nutrition education for consumption of iron-rich foods will be promoted through ongoing schemes like 
ICDS, MCH, CSSM, UBS and DWCRA programmes. 


“UIP plus” package will include control of iron deficiency anaemia through ensuring iron supplements to 
pregnant women. 


All pregnant women and 50 percent of anaemic mothers will be covered with iron and folic acid. 
Improved quality packaging and distribution of iron and folic acid tablets will be ensured 


Linkages with Horticulture Department will be established 


Misconceptions regarding ‘the effect of iron folic acid consumption in the communities would be dispelled 
through appropriate communication. 
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A. SPECIFIC GOAL (iv) UNIVERSAL CONSUMPTION OF IODISED SALT. 


B. PRESENT SITUATION: 


lodine deficiency not only causes disfiguring, disorder/goitre, but also leads to various complications like 
abortions, still births, low birth weight, birth defects, increase in IMR, subnormal intelligence, hypothyroidism and 
endemic cretinism comprising of mental retardation/deaf mutism, squint, indicating that iodine, affects greatly the 
child development and survival. Surveys carried out in 144 taluks in 404 villages covering 237,000 individuals 
indicated that four districts (Chickmagalur, Kodagu, Dakshina & Uttara Kannada) have more than 10% prevalence 
of goitre where entry and sale of non-iodised salt is banned. Smaller endemic pockets in other districts have 
also heen mapped out. However the State has banned entry and sale of non-iodised salt in these four districts. 


C. AIM: 

By 1995: Ensure todised salt consumption in the endemic areas 
By 1997: Ensure universal consumption of iodised salt 

By 2000: Control lodine Deficiency Disorders in the state 


D. MAJOR STRATEGIES: 
Mobilising decision/policy makers for a total ban on the sale of non-iodised salt in the state. 
Strengthening local production capacity of iodised salt and ensuring adequate supply. 
The price of iodised salt to be regulated 


Creating awareness in the community through the ongoing programmes. ICDS, UBSP, DWCRA, School 
Education, Health etc. 


Supporting IEC activities for promoting use of only toaised salt 


Strengthening state monitoring cell for effective monitoring at field levels. 


Orienting functionaries , manufacturers, traders, wholesalers and retailers in the effective implementation 
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A. SPECIFIC GOAL (v) CONTROL OF VITAMIN A DEFICIENCY AND ITS CONSEQUENCES 
. INCLUDING BLINDNESS. 


B. PRESENT SITUATION: 


- abs This often associated with 
‘tami ficiency in its severest form leads to permanent blindness. — 
on ebeogananld ol age children, although milder forms like night blindness and Bitot's 


severe PEM, is mostly confined to pre-scho nous Ee ieee 
spots are seen in older children also. Studies reveal that Vitamin A deficiency is associated with reduction in 


morbidity and mortality. Surveys conducted have shown that the prevalence of Bitot’s spots is around 2.8% 


which has remained static for the past one decade. The prevalence of Bitot’s spots was as high as 7% during 
1975-82 in urban slums and around 2.5% during 1 987 in urban ICDS projects. Subclinical deficiency of Vitamin 
Ais still wide spread even though xerophthalmia ts showing a declining trend. Strategies have heen adopted by 


linking the administration of Vitamin A with measles vaccination to cover children below one year. 


C. AIM: 
By 1995: To reduce the prevalence of Bitot’s Spot to less than 2% 
By 1997: To reduce the prevalence of Bitot’s spot to less than 1% 


By 2000: Elimination of Vitamin A deficiency 
D. MAJOR STRATEGIES 
Providing Vitamin A supplementation through Health & ICDS 


Providing 100,000 /Us with measles vaccination and 200,000 dils with second year booster contacts 
for OPV and DPT and at 6 monthly intervals up to 3 years. 


Monitoring clinical signs of Vitamin A deficiency through contacts during immunization/growth monitoring. 


Ensuring adequate supply of Vitamin A and its distribution 


Nutrition education/counselling for incorporation of Vitamin A rich foods through ongoing schemes and 
encouraging local production of such foods. Linkages with Horticulture Department to be established 
for production of locally available Vitamin A rich foods especially papaya and drumstick. 


A. SPECIFIC GOAL (vi) ENCOURAGEMENT OF ALL WOMEN TO BREASTFEED CHILDREN 
EXCLUSIVELY FOR 4-6 MONTHS AND TO CONTINUE BREASTFEEDING 
WITH COMPLEMENTARY FOOD WELL INTO THE SECOND YEAR. 


B. PRESENT SITUATION: 


Faulty breastfeeding habits like discarding of colostrum, giving prelacteal feeds and feeding of 
complementary milk before 4 months of age, are the hindering factors. A study around Bangalore revealed that 
30% mothers were not feeding colostrum, 68% giving prelacteal feeds, and 60% in rural and 35% in urban 
areas feeding complementary milk. Although 94% of mothers were breast feeding upto 4 months, the majority 
had also introduced complementary milk by this period. Faulty supplementary feeding habits, including delay in 
introduction, use of improper weaning foods and incorrect frequency/quantity are the major factors hindering 
proper supplementary feeding leading to the onset of malnutrition. The same study revealed 32-57% of mothers 
did not introduce supplementary feeds to their infants even after 8 months. Commercial formula milk foods were 
fed to 17% of infants and bottle feeding was observed in 69% in urban areas. 


C. AIM: 

By 1995: Awareness among all mothers on the importance of exclusive breast feeding during 
the first 4-6 months and timely introduction of supplementary foods. 

By 1997: Exclusive breast feeding upto 4-6 months hy 50% mothers and introduction of proper 
supplementary foods by 80%. 

By 2000: Encouragement of all women to breast feed their children exclusively for 4-6 months, 


continue breast feeding with complementary foods, well inta the second year 


D. MAJOR STRATEGIES: 


Creating awareness amongst functionaries of various programmes: ICDS, UBS, DWCRA, health, doctors, 
families and mothers for promotion of breastfeeding. 


Training of village level functionaries to promote exclusive breastfeeding. 


Appropriate communication strategy for child survival and health to include breastfeeding as an integral 
component. The value of colostrum and early initiation of breast feeding to be widely disseminated. 


MAKING ALL HOSPITALS AND MA TERNITIES "BABY-FRIENDLY” (BFHI) 


‘i ee ee AS DEFINED BY THE TEN STEPS TO SUCCESSFUL BREASTFEEDING 


B. PRESENT SITUATION: 


plementation of the Infant Milk Substitutes, Feeding Bottle and Infant 


The State is committed to the im, . 
Foods Act and making major hospitals as defined “Baby Friendly". JJM Medical College, Davangere has taken 
a lead in this direction and is on the verge of being recognised as ‘Baby Friendly’. A state level task force has 


also been set up for initiating the Baby Friendly Hospital Initiative activities. 


C. AIM: 


By 1995: All hospitals & maternities with over 1000 deliveries per year certified as ‘haby- 
friendly’. 


By 1997: All hospitals & maternity centres made ‘haby-friendly’ 
By 2000: 80% mothers to follow correct infant and child feeding practices. 
D. MAJOR STRATEGIES: 


Setting up of a BFHI task force with representation from Government, Private Sectors, IMA, IAP, FOGSI/ 
and other professional agencies. 


Networking of NGOs, professional bodies, corporate and private sector for propagating the concept 
Training on lactation management for hospital staff in private and government sectors. 
Implementation of Infant Milk Substitute, Feeding Bottle and Infant Foods Act. 


Education & Promotion of the benefit of breastfeeding through various programmes like 
MCH/ICDS/CSSM/UBSP/DWCRA 


ph tive oe es to promote and protect breastfeeding with emphasis on exclusive breastfeeding upto 
o 6 months. 


(i) 


(ii) 


(iii) 


(iv) 


(v) 


(vi) 


(vii) 


SPECIFIC GOAL 4: EDUCATION 


Providing to every child in the 6 - 14 age group access to primary school education. 


Ensuring effective retention of children in schools through participation of all children in teaching-learning 
activities, and reducing drop out rate between class | and IV and / to VII by 80% of the existing level. 


Emphasising quality of education and improving teaching-learning activities for achievement of minimum 
levels of learning at primary stage. 

Ensuring participation of girls in education in order to reduce, disparities between girls and boys, and 
making education an instrument of women’s equality. 


Ensuring effective participation of children in 0-6 age group in Early Childhood Care and Education. 


Providing opportunity for literacy, continuing and life-long education with focus on rural women in the 
15-35 age group. 


Ensuring effective peoples’ participation in education management. 
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B. PRESENT SITUATION : 
1. Literacy 


Karnataka has a 
literacy rate of 56%. It 
ranks 14th out of 25 
states and 20th out of 32 
States and Union 
Territories. Male literacy Is 
67.25% and female literacy 
Is 44.34% . 


| FEMALE LITERACY RATE - 1991 | 


While the State 
has recorded some 
remarkable achievements in 
several districts through 
the Total Literacy 
Campaigns (TLCS), inter- 
regional and inter-district 
variations in Iiteracy 
continue to prevail. Raichur district has the lowest female literacy rate of 17.23%. Rural literacy rate stands 
at 29.63% compared to urban Hteracy level of 63.63%. 14 out of the 20 districts in the state have a female 
literacy lower than the national average. Literacy levels among scheduled castes is 20.59% compared to 38.46% 
among other communities. Literacy levels among scheduled tribes is similarly very low. 
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2. Early Childhood Care 
FEMALE & MALE LITERACY RATE & Education: 


There are 148 
blocks in the State under 
the ICDS covering as many 
as 250,000 children in the 
age group of 0-6 years. It 
is intended to cover all the 
blocks under the ICDS by 
the of 1995. In addition 
there are 2,500 Balwadies 
run by the Education 

SE ae Department. There are 
also private organisations 
running a number of 
centres in urban areas. 
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Lack of adequate training of workers continues to be a problem. Although Anganwadl pla 
provided an orientation training for three months, there is inadequate emphasis on in-service ail) 7 re 
courses. The pre-primary education component i also weak. Although some elements in terms ol play, SOngs, 


stories etc. are incorporated, not much importance is given to outdoor activities, learning from ee environment, 
creative use of colours, shapes, and space. The use of local play materials must he encouraged. 


ae Primary Education: 


ved a gross enrolment ratio of 1 00% in the 6-10 age group 


Fducation Karnataka has achie | 
ras te at primary level (I-VIl) has declined from 71% in 1961 to 


and 70% in the 11-13 age group. The drop-out ra 
56.24% in 1990-91. 


According to statistics lower primary schools exist within walking distance of one kilometer in practically 
all habitations with a population of over 300 persons. There are 40,776 lower and higher primary schools in 
the State. 74.78 lakh children are studying in schools between classes I-VII and there are 1.42 lakh teachers 
working in these schools. The teacher - pupil ratio is around 1:45; 567 schools are still with only a single 
teacher. In practice many more schools are functioning with a single teacher due to delayed recruitment, 
absenteeism and other administrative problems. 


While there has been a significant spatial spread of primary education infrastructure, the rates of 
stagnation and wastage are high and the quality of education is uneven. The proportion of girls enrolment to 
total enrolment at primary level has been increasing; however the number of girls, especially girls belonging to 
scheduled castes and tribes, at the primary stage as a proportion of girls in the relevant age group requires 
specific interventions for improvement. 


There are many reasons responsible for high drop-out rate in education. Low motivation and morale of 
teachers, emphasis on theoretical and pedantic teaching-learning methods, dull and demotivating atmosphere in 
schools due to lack of basic amenities and inadequate infrastructural facilities, authoritarian and punitive ethos, 
irrelevant curriculum especially to meet the needs of the special categories of children, as well as socio-economic 
factors, such as poverty, are the major reasons for the large scale drop-out at each stage in school. The 
inflexible and rigidly structured educational system is also responsible for poor enrolment, participation and 
achievement in primary schools. Non-formal education which had been initiated in 1986-87 has come to a virtual 
standstill. Efforts should be made to re-intiate the non-formal education system in order to cope with the 
problem of dropouts especially among girls and other socially disadvantaged groups. 


Ongoing programmes in the State which aim at improvi | on, Ii 

proving the quality of primary education, include 
Operation Blackboard, Vidya Vikasa, Akshaya and DIETs. Several Special Programmes have also been initiated, 
such as Minimum Levels of Learning (MLLs), Microplanning and DPEP. 
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A. SPECIFIC GOAL (i) PROVIDING TO EVERY CHILD IN THE 6-14 AGE GROUP ACCESS To 


PRIMARY SCHOOL EDUCATION 


SPECIFIC GOAL (ii) | ENSURING EFFECTIVE RETENTION OF CHILDREN IN PRIMARY 


EDUCATION THROUGH PARTICIPATION OF ALL CHILDREN IN 
TEACHING-LEARNING ACTIVITIES, AND REDUCING DROP-OUT RATES IN 
CLASSES I-IV AND I-Vil BY 80% OF THE EXISTING LEVEL. 


B. PRESENT SITUATION 


A large number of children have no effective access to primary education. As many as 45% of enrolled 
children are absent every day. By the end of Class IV the drop-out rate crosses 30%. The problem is grave 
particularly at the higher primary stage. Children of socially disadvantaged groups & girls are the worst hit. 


C. AlM 


By 1995: 


By 1997: 


By 2000: 


100% net enrolment of children in age 6-7 group in formal system 

Special focus on enrolment of girls/socially disadvantaged groups 

90% net enrolment of children in 8-10 age group in formal/non-formal system 
100% retention of children in classes II! with at least 80% attendance 
Reduction in overall drop-out rates hy 50% of existing level. 


100% net enrolment of children in 6-10 years age group in formal and non- 
formal systems 


75% net enrolment of children 11-13 age group in formal/non-formal systems 


Continued focus on enrolment of girls, children suffering from disability and 
socially disadvantaged children. 


100% retention in classes I-IV with at least 80% attendance 
Reduction in overall drop-out rate by 75% of existing level. 
100% net enrolment of children in 6-13 age group in formal/non-formal systems 


Continued focus on enrolment and retention of girls, disabled, and socially 
disadvantaged groups. 


Sustaining achievement of 100% net enrolment with 100% completion of 
elementary education for every child 


Reduction in drop-out rate by 80% of the existing level. 
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MAJOR STRATEGIES: 


tion Committees ( VECs) and Local Fducation Committees (LECs) in urban areas 


tion of Village Educa 
te phic 23rd women’s membership and adequate representation of the disadvantaged sectors. 


Fducation of members of VECs and LECs with reference to their role - power and responsibilities 


Systematic school mapping of every habitation by VECS/LECs 


5 Survey of exact position 
Discussion with village community 
ys Preparation of plan for access to education by all children 


Ensuring enrolment and regular participation af all children including children who are physically 
handicapped, but can be integrated with normal children/school through micro-planning: 


: VEC/LEC maintains a register as the instrument to monitor enrolment/attendance/participation; 
y Headmaster/Headmistress keeps contact with VEC/LEC to inform status of enrolment and 
participation 


VEC members approach families whose children are not enrolled or are irregular in attendance, 
or are showing signs of dropping out to alleviate the problem. 


Ensuring village-wise monitoring of progress in enrolment and participation at block level; developing a 
computerised MIS at State Level. 


Making necessary investments to increase the number of teachers. 
Giving adequate attention to basic infrastructural facilities, including class rooms, drinking water, toilets 


Encouraging NGOs, VECs, and teachers to initiate action for revising suitable non-formal and innovative 
educational modes 


S FOR PRIMARY EDUCATION: — 


year old children, monitor; = 


5€ 


A. SPECIFIC GOAL (iii) | EMPHASISING QUALITY OF EDUCATION AND IMPROVING TEACHING. 
LEARNING ACTIVITIES FOR ACHIEVEMENT OF MINIMUM LEVELS OF 


LEARNING 
B. PRESENT SITUATION 


The overall uneven quality of education in the State is largely due to poor school infrastructure with 
unsatisfactory buildings, insufficient and poor quality equipment as also lack of teaching aids. There is a high 
teacher-pupil ratio, added to which is the general problem of teachers not being trained and equipped to handle 
multi-grade teaching. Moreover, schools do not function for the required number of days in view of the tendency 
to depute teachers for non-academic activities, including elections, cattle census etc. As a result the level of 
achievement of students is sub-standard. However, preparatory action for initiating a comprehensive programme 
for introduction of Minimum Level of Learning (MLL) has been introduced, focussing on learning achievement. 


C. Alm 


By 1995 . Introduction of MLL in Classes I-IV in 3000 schools and non-formal education 
centres 


Training of 35 teachers per block on MLL strategies 


By 1997 - Attainment of MLLs in Classes I-IV in 3000 schools and non-formal education 
centres 


Introduction of MLL in Classes IJV in all schools and non-formal education 
centres 


Re-training of 35 teachers per block handling MLL in 3000 schools and non- 
formal education centres 


Training of all teachers handling MLL in Classes I-IV and non-formal education 
centres 


By 2000 - Attainment of MLL in all schools and non-formal education centres 


Continuous teacher training and orientation 
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MAJOR STRATEGIES 

Evolving strategies for training teachers to achieve MLL. 

Initiating measures to improve teachers’ self-esteem and training. 

Designing MLL curriculum and pedagogy; training modules and materials; evaluation techniques and tools. 
Assessing existing levels of learning among children in formal and non-formal systems. 

Evolving local area specific MLL. 


Enhancement of the competence of headmasters/mistresses; making provision for teaching-learning 
materials. 


Orienting VEC/LEC member to MLL. 


Ensuring more instructional time during school hours by reducing teacher involvement in non-educational 
activities. 


Developing a strategy to facilitate movement of children from non-formal to formal system of education. 
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A. SPECIFIC GOAL (iv) ENSURING PARTICIPATION OF GIRLS IN EDUCATION IN ORDER TO 


REDUCE GENDER DISPARITIES AND MAKING 
EDUCA 
INSTRUMENT OF WOMEN’S EQUALITY. et An 


B. PRESENT SITUATION 


Although there has been progress in girls’ education, the male-female differential is not narrowing. Girls 
are engaged in household chores, fuel and fodder collection, fetching water and care of siblings. ae ulna 
prejudices also come in the way of participation of girls in education. The educational indicators in respect of 
girls are therefore adverse, while the enrolment levels of girls are low their drop-out rates are high. There is 
need for transformation of social attitudes, and for initiating family-wise, child-wise microplanning to facilitate 
the education of girls. Micro-planning will aim at bringing to school all children who can be enrolled seeing that 
all children participate regularly and actively to achieve the minimum levels of learning. 


C. AIM : Reducing drop-outs among girls. 


By 1995 . /-W 21%} 

. /- Vil 31%} (reduction in drop-out by 50%) 
By 1997 : /-WV 11%} 

. /- Vil 16%} (reduction in drop-out by 75%) 
By 2000 - /-W 09%} 

. /- Vi 13%} (reduction in drop-out by 80%) 


D. MAJOR STRATEGIES 
Initiation of a well planned programme for non-formal education for girls with NGO support. 
Micro-planning activities through VECSs/LECs 


Focus on girls through existing incentive programmes of Vidya Vikasa, Akshaya, scholarship incentives 
through programmes of Dept. of Women & Child Development and Social Welfare etc. 


Review and rewrite school text hooks to remove gender bias 
Training of teachers, both pre-service and in-service on gender issues for elimination of gender disparities 


Sensitising parents and community on women ‘s/girls’ issues with the participation of NGOs and 
concerned community leaders. 


Encouraging NGOs to initiate education programmes for women’s equality on Mahila Samakhya pattern. 
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SPECIFIC GOAL (v) ENSURING EFFECTIVE PARTICIPATION OF CHILDREN IN 0-6 AGE 
GROUP IN EARLY CHILDHOOD CARE EDUCATION (ECCE) 


MAJOR STRATEGIES: 


New cost effective designs of ECCE to he introduced in existing ICDS projects. Quality improvement 
m the programme to he assured by providing to Anganwadi Workers practical refresher training 
instructional materials for use of trainers and the trainees; providing materials for children such as 
picture books, picture posters, minimum essential play materials and replenishing them periodically; 
developing the CDPO’s office into a resource centre by equiping with appropriate training material: and 
coordinating the timings of ICDS Anganwadi with the primary schools. 


Further qualitative improvement of ongoing ECCE programmes to receive high attention by encouraging 
low cost effective designs of home-based models, day care centres, family day care centres. 


Additional nutrition component to the existing programme with parental assistance and training of 
personnel. 


Using play-way method and discouraging early teaching of the three R's. 


Pre- primary schools and classes focussing on play-way method of learning to be provided with 
community support. 


Day care centres to be strengthened through training co-terminous with school working hours and 
mothers’ working hours. Adequate, safe and hygienic space; adequate child worker ratio; safe drinking 
water; supplementary nutrition; paramedical care under medical supervision; minimum equipment including 
linen and cradles; toys and play materials, and training and supervision of workers. 


Linkages between ECCE and primary schools to be encouraged through interaction between Anganwadt 
Workers and school teachers. 


Flectronic media support to be utilised for conveying to the parents and community the significance of 
ECCE. 


ECCE training facilities (pre-service and inservice) made available to ECCE workers and supervisars. 
DSERT to provide technical support and academic input. 


A suitable monitoring and evaluation system to be evolved. A cell to be established in DSERT for 
monitoring ECCE programme by analysing information received from districts. 


63 


PROVIDING OPPORTUNITY FOR LITERACY, CONTINUING AND LIFE-LONG 
FDUCATION WITH FOCUS ON RURAL WOMEN IN THE 15-35 AGE 


GROUP 


A. SPECIFIC GOAL (vi) 


B. PRESENT SITUATION 


Total Literacy Campaigns (TLC) have been accepted as the principal strategy for eradication of iiteracy. 
Through a well-planned communication and mobilisation strategy with emphasis on folk media, including 
Yakshagana, Gigipada, Kolata, Bylata etc, the essential link between iiteracy and vital needs of Iite is established. 
A systematic time-bound programme for training of literacy workers, activists and volunteers 1s undertaken, to 
enable all learners identified in a survey to achieve predetermined levels of literacy through the IPCL technique 


of learning. 


Over the last 2-3 years TLCs have heen initiated in 15 districts. Several of these districts are already 
in the post literacy and continuing education stage. The other districts are in various stages of 
preparation/teaching - learning activities. 


The distrets of Dakshin Kannada, Shimoga, Tumkur and Mandya have already initiated programmes for 
Post Literacy and Continuing Education. In the districts of Bidar, Bijapur and Ratchur, however, substantial effort 
is required for mop-up literacy programme, even as post literacy and continuing education programmes are being 
initiated for those who have achieved the NLM levels of literacy. 


In respect of the remaining districts of the State a perspective plan for achieving total literacy in the 
State has been prepared by classifying districts into categories, based on: 


(a) available infrastructure, 
(b) literacy rates, and 


(c) existence of voluntary agencies/NGOs. 


The categories are: 


Category A Dharwad, Mysore, Uttara K annada, Bangalore (Rural) 
[To achieve NLM levels of literacy hy 1994] 


Category B Kodagu, Chickmaglur, Belgaum, Gulbarga 
[To achieve NLM levels of Iiteracy by 1995] 


Category C Hassan, Chitradurga, Bellary, Kolar, Bangalore (Urban) 
[To achieve NLM levels of literacy by 1996] 
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Alm 


Through sustained literacy and post-literacy efforts it is expected that the state will achieve the 
following goals: 


By 1995 75% literacy in the 15-35 age group in districts where TLCs are being launched. 


Ensuring effective PL/CE programmes in all the districts which have completed TLC. 


By 1997 75% female literacy in the 15-35 age group in districts where TLCs have been 


launched. 


By 2000 75-80% total literacy in the state 


D. 


MAJOR STRATEGIES 

Identify trainers from educational, NGO and Governmental institutions and orient them to train volunteers. 
Develop improved training modules and materials for all levels of literacy workers/volunteers 

To cover all eligible persons in the 15-35 age group in campaigns for total Iiteracy. 

Sustain the environment created for achievement of total literacy through appropriate communication and 
media material: giving continued impetus to folk media for dissemination of messages of literacy, 
especially women’s literacy and universal primary education 


Ensure achievement of pre-determined levels of learning through IPCL pedagogy 


Emphasise systematic learner evaluation through on-going process evaluations conducted by Zilla 
Saksharta Samithis and involving external evaluation agencies, institutes of social sciences research, etc. 


Improve and facilitate participation of women in the management of IL Cs 


Initiate appropriate and timel,’ steps for post literacy and continuing education programmes 


Establish inter-departmental / inter-sectoral linkages, especially for promotion of ECCE, Primary Education, 
Health, Immunization, Girls’ and women’s equality. 


A. 


B. 


FNSURING EFFECTIVE PEOPLE'S INVOLVEMENT IN EDUCATION 


SPECIFIC GOAL (vii) 
MANAGEMENT. 


PRESENT SITUATION 


Village Education Committees (VECs) have been constituted and in many areas are actively engaged in 


the physical development of the institutions, including building, teaching-learning materials and playgrounds. y 0 
a limited extent, Village Education Committees are also involved in ensuring active attendance of children in 


schools. 


Non-governmental organisation’s participation in education, though considerable, requires further support 


and facilitation. Coordination between the Government and NGOs requires strengthening. Education could be 
further enriched through the incorporation of some of the innovative strategies and approaches evolved by the 
non-governmental agencies engaged in non-formal educational sector. 


C. Alm 

By 1995 . Ensuring formation and active participation of Village Education 
Committees (VECs//Local Education Committees (LECs) throughout the state. 

By 1997 . Involvement of Gram Sabhas in the achievement of universalisation of 
Elementary Education (UEE) 

By 2000 : Involvement of local level gram panchayat, Yuvak and Yuvati Mandals and 
other agencies available at the village and urban Jocality levels in the UEE 
programme. 

D. MAJOR STRATEGIES 


Formation of VECs/LECs and their orientation to education 


Gram Sabhas, Village Education Committees and Local Education Committees to be encouraged to ensure 


that all children, especially girls are enrolled regularly attend and actively participate in the teaching- 
learning programme by involving parent 


S, the elders and other people in the village community. 
Preparation of village level ‘Plan of action" for education by VEC/LEC 


Encourage teachers’ regular attendance in the school and class room teaching activities 
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Involve in school building construction programme and create an attractive school climate for the children 
inside and outside the class room. 


Ensure regular maintenance of school campus/building/play ground. 
Ensure supply of teaching-learning materials and its effective utilisation by teachers and children. 


Approach families whose children are not enrolled or are irregular in attendance and persuade/motivate 
them for sending their children to the school. 


Maintain contact with the Headmaster and involve themselves and other members of the community in 
all the developmental activities of the school. 
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A. SPECIFIC GOAL 5: DRINKING WATER SUPPLY 
Extend coverage from current level 1:250 to 1:150 in rural areas through improved service delivery 
system. 


Reduction of handoump maintenance cost and down-time through sustainability. 


Increase institutional coverage. 


Safe drinking water to villages where available water has excess salinity, iron, fluoride ete. 


Reduction in diarrhoeal diseases 


~~ Bp PRESENT SITUATION: 


Karnataka has made substantial strides in the provision of drinking water facilities. As of March 1992 
100% rural and urban population have been covered by one drinking water source per 250 persons. All villages 
identified in the Problematic Villages list are covered. Out of 52,682 habitations identified in the 1991 census, 
27,733 habitations are fully covered and 19,729 are partially covered. Of the partially covered habitations 25% 
population have access to 40 Ipcd; 37% have 30 Ipcd; 29% of the population receive 20 Ipcd and 9% receive 
upto 10 Iped. 


Ongoing Schemes/Projects 


Drinking water to rural areas is being supplied under State and Central sector under Normal, SCP and 


TSP categories through piped water supply scheme, mini water supply scheme, and borewell fitted with 
handpump scheme. 


Integrated Rural Water Supply and Environmental Sanitation (IRWSS) have further been taken up under 
the externally aided projects, viz. Integrated Rural Water Supply and Sanitation projects under Netherlands 
Assistance (Bijapur and Dharwad Districts), Integrated Rural Water Supply - Environmental Sanitation project 


under World Bank Assistance in 12 districts, and Inte itati [ 
. grated Rural Water Supply - Sanit. 
DANIDA Assistance (Hungund, Jagalur and Bagepalli taluks). ene pe 


UNICEF assistance towards water supply include CDD-WATS. ? ; 
Voie : AN (Control of Diarrhoeal Diseases - Water 
ee wpe Sanitation) approach in Mysore district, Community Based Hand Pump Maintenance in Ramanagaram 
aluk of Bangalore (Rural) & Mysore Taluk of Mysore district. In addition, UNICEF provided support for safe 


drinking water through drilling of borewells b di ee 
; Y providing numb : : 
geophysical and other related equipments. . er of fast drilling rigs, hydrofracturing units, latest 
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C. AIMS FOR POTABLE WATER SUPPLY 


By 1995 To cover all existing habitations DRINKING WATER SUPPLY COVERAGE 
not yet covered: KARNATAKA 
(SoS Se EE = asian 


To. cover fully, 5000 out of 


19,729 partially covered villages; Foo 
80 
Completion of IRWSS in three a 
pilot talukas (Hungund, Jagalur, | 20 
Mulbagal) Ke 
By 1997 Partial coverage habitations to 


be upgraded to fully covered; 


Coverage of newly identified 
villages; 


IRWSS in 191 villages in Bijapur and Dharwar districts to be completed to an extent 
of 80%; 


Solving water quality problem in 25% affected villages including brackish, fluoride 
water problem ete. 


By 2000 At least 95% coverage of rural habitation with safe drinking water at 40 Iped with an 
attempt to reach 100% under different programmes; 


Solving the Water Quality problem in all the affected villages including brackish, 
fluoride water problem etc. \ 
D. MAJOR STRATEGIES \ | 
Coverage of partially covered villages. | 
Coverage of habitation with special emphasis on Scheduled Castes and Scheduled Tribes 
Augmentation of service level 


Awareness creation/motivation of the community on maintenance of water supply system through village 
contact drives with the assistance of trained NGOs as motivators 


Formation of Village Development Committees with defined functions and responsibilities 


71 


Improved operation and maintenance threugh community based approach. 


Quality improvement by training the people at the village level and also by involving them in the system 
with special emphasis during rainy and summer season. Training includes technical as well as social 


aspects. 


Involvement of women in the management and maintenance of water source through minimum 50% 
representation in all Village Water and Sanitation Committees under all externally aided projects and rural 
water supply programmes under the state and central sectors. 


Taking up ground water recharge measures with emphasis on drinking water sources. 


f partially covered vilages now fll 


lags wth ck 


7a) 


A. SPECIFIC GOAL 6(i) ENVIRONMENTAL SANITATION 
Increase sanitary facilities coverage from current level to at least 30% rural population. 
Increase coverage of Institutional latrines in schools, subcentres, PHCs and ICDS Anganwadi Centres. 


Increase awareness in the community with a view to bringing behavioural change in maintaining personal 
hygiene, home sanitation with particular emphasis on washing of hands and voluntary construction of 
sanitary facilities without any subsidy by a majority of the households. 


Promote sanitation as a package 
B. PRESENT SITUATION: 


The rural sanitation coverage as of June 1993 is 0.47% through Government programmes and coverage 
with private initiative is approximately 7% in so far as it relates to household J/atrines. Rural sanitation 
programme is taken up under both State and Central sectors. The programme is confined mainly to construction 
of individual latrines: Institutional and community latrines are being taken up on a small scale. 


Under external assistance Integrated Rural Water Supply and Environmental Sanitation (IRWSS) projects 
taken up include World Bank aided in 12 districts of Bidar, Gulbarga, Raichur, Bellary, Belgaum, Dakshina 
Kannada, Shimoga, Hassan, Mandya, Mysore, Bangalore (R) and: Tumkur; Netherlands aided in Byjapur and 
Dharwad districts; and with assistance from Government of Denmark in Jagalur, Mulbagil and Hungund Taluks. 
Further UNICEF supports Nirmala Grama Yojana (Rural Sanitation) in Mysore, Belgaum and Kolar districts as well 
as 
CDD-WATSAN (Control of Diarrhoea Diseases - Water Supply and Sanitation) approach in Mysore district. 


C. AIM: 


| ENVIRONMENTAL SANITATION COVERAGE: 
a KARNATAKA 


By 1995: 5% coverage of rural population 3 
SSE ESS 


By 1997: 15% coverage of rural population 


% of HH with S/Latrines 


By 2000: 30% coverage of rural population 


Current Status Goals 
~ Rural + Urban > Rural * Urben 
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D. MAJOR STRATEGIES: 


Taking ‘sanitation as a package, adopting a uemand and need based approach to:‘make ita people’s 


movement through involvement of community and NGOs. 

Establishment/Strengthening of State/District/Taluk Sanitation ‘Cells. 

/ntensive programme with an emphasis on village level Participatory planning and implementation 
Development of appropriate delivery system 


Adoption of an appropriate Information, Education, Communication strategy for educating the community 
on importance of improved sanitary practices 


Co-ordination with other related programmes 
Provision of sanitary facilities along with low-cost housing programmes 


R & D involving local community to develop appropriate, low cost technology to suit different geo- 
hydrological conditions, quality being maintained 


Training of at least 5 masons per Gram Panchayat to act as motivators, monitoring agents and skilled 
jpersons in low-cost sanitary facilities construction 


Emphasis ‘on the establishment of rural sanitary ‘marts at least one in each hobli 


: ‘Motivation being a pre-condition, environment should be included in the school ‘syllabus. Every school 
OQ <5, ito have a latrine and water supply. 
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A. SPECIFIC GOAL 6(ii) GUINEA WORM ERADICATION 


B. PRESENT SITUATION: 


The guinea worm eradication programme was started in Karnataka during 1981-82. Out of 20 districts, 
8 districts were found to be endemic, viz. Bellary, Raichur, Gulbarga, Bidar, Dharwar, Karwar, Belgaum and 
Bijapur. During 1987 - 1990, five districts were found to be free from Guineaworm Cases 1.€. Belgaum, Karwar, 
Bellary, Dharwar and Bidar. At present active Guineaworm cases are reported only from 3 districts 1.€., 
Gulbarga, Raichur and Bijapur, where 11 villages have reported 29 cases. 
C. AIM: 
By 1995: Zero Case. 
By 1997: Eradication of guineaworm disease taking into account three year surveillance period. 
D. MAJOR STRATEGIES: 

Identification and mopping up of cases. 

Active surveillance and community based surveillance. 


Provision of safe drinking water. 


Health education. 


Active search for cases and extraction of worm. 
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A. SPECIFIC GOAL 7: CHILD LABOUR 


Enforcing compulsory primary education for children initially upto 1 0 years and later upto 14 years 
through formal, non-formal or alternative system. 


Flimination of child labour in classified and non-classified hazardous industries which affect the normal 
and healthy development of the child. 


Rehabilitation of such children with the involvement of voluntary organisations 


Gazetting of the rules framed under Child Labour Act 1986 and removing inconsistency between shops 
and establishment act, and child labour act. 


B. PRESENT SITUATION. 


According to the 1981 census the percentage of child /ablour to total population in the State is 2.60%. 
The percentage of child workers to total workers is 7.08%. A further micro level observation in the Census 
states that the percentage of child workers to child population is 6.53% in Karnataka. Under the Child Labour 
(Prohibition and Regulation) Act 1986, hazardous occupations and processes where child labour is prohibited have 
heen listed. Fortunately, many such areas are not prevalent in Karnataka. However, beedi making, building and 
construction industry are areas where urgent and immediate interventions are necessary. In addition, children are 
employed in large numbers in hotels, motor garages, newspaper vending agencies, repair shops, foundries etc. 


Current programmes for elimination of child labour include enforcement of the Child Labour Act in 
registered factories and scheduled industries. Enforcement, however, is limited. Several voluntary agencies, 
including The Concerned for Working Children, BOSCO, REDs etc. are also working in selected areas. Their 
programmes aim at weaning children away from child labour, through non-formal education and other services. 
C. AIM 

The challenge before the Government of Karnataka is to eliminate child labour in hazardous industries 
through an integrated multi-sectoral plan of action, which would cover rehabilitation, education, health care and 
vocational training. 


D. MAJOR STRATEGIES: 


Situation analysis of the extent of child labour in hazardous, non-hazardous, home industries and informal 
industries by the department of labour with the help of NGOs. 


Developing an integrated, multi-sectoral approach to eliminate/regulate child labour with specific linkages 
between the labour, women and child development, education, mass education and police departments. 


Campaigning against child labour through gram panchayat, mass education and other relevant forum, 


78 


Strengthening the enforcement machinery of the Labour Department. for prevention of child labour. 


a). establishment of state and district: task-force committees on child labour comprising NGOs 
government departments, and establishment: of similar sub-committees at taluka level ; 


b) seeking co-operation of trade unions, workers associations as well as employers: for elimination 
of child labour. 
c) appointment of one labour inspector for each taluk and increasing the number of women labour 


Inspectors to deal with child labour. 
a) rehatulitating displaced children in association with NGOs. 
e) maintaining a register of children displaced during raids organised by the department. 


/mparting sensitization training to officials of the Labour and Factories Inspectorates, drawing on the 
resources and participation of National Institute of Labour Studies and NGOs, 


Initiation of projects for elimination of Child Labour and rehabilitation of working children with the 
co-operation/association of NGOs. 


Encouraging NGOs to take up ILO/IPEC projects for providing non-formal education and other services 
for working children. 


Ensuring Juvenile Service Bureau to cater to children involved in any form of wage paid labour. 


Instituting a system with the help of Regional Occupational Health Centre at the State level and NGOs 
for screening and treatment of children for ailments/diseases arising out of the occupation in which they 


are engaged. 


Giving emphasis on communication and social mobilisation to focus on the evils of child labour and 
exploitation, especially for the girl child. 


Establishment of the State Level Advisory Board on child labour with statutary powers. The Board would 
table reports in the state legislature and make suitable recommendations. 


Setting up of a statutary child labour Ombudsperson for speedy disposal of child labour cases. 
Taking assistance of TLC volunteers for education of working children. 


Provision of financial allocations in the department of labour for setting up of: 


a) transit home “de 
5) communication and social mobilization, and 
a rehabilitation. 
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Reduction in the num 


A. SPECIFIC GOAL 8: GIRL CHILD & ADOLESCENT GIRL 
i To reverse the trend of decline in sex ratio. 


ii. To ensure that 100% girl children, including disabled, have access to primary education through formal, 
non formal and alternative system. 


ill. To cover 80% of adolescent girls through special and periodic awareness campaigns on health, nutrition, 
hygiene, sex education, mother and child care as well as protection trom child abuse and exploitation. 


IV. To provide vocational skills for self reliance among 50% adolescent girls including school dropouts. 


B. PRESENT SITUATION 


The situation of the girl child in Karnataka is a matter of concern. An adverse sex ratio, higher 
malnutrition, maternal mortality, poor school enrollment levels, high drop out rates and low skill levels with low 
value at work are indicators of a fundamental preference for the male child and a belief that girls are more a 
hability than an asset. This belief, has been resulting in perpetuation of socio-cultural practices which affect the 
entire life cycle of girls and women. The sex ratio in the State has been declining. The sex ratio, which stood 
at 963 in 1981, higher than the 1961 and 1971 rates, declined to 960 in 1991. Even States such as Andhra 
Pradesh (972), Orissa (971) and Tamil Nadu (974) have higher sex ratios than Karnataka. 


Specific Goal (i): TO REVERSE THE TREND OF DECLINE IN SEX RATIO 
Aim: 

By 1995 Arrest declining trend of sex ratio 

By 1997 Reverse the existing declining trend of sex ratio 

By 2000 Sustain reversal in declining sex ratio 


Specific Goal (ii): TO ENSURE THAT 100% GIRL CHILDREN, INCLUDING DISABLED, HAVE ACCESS 
TO PRIMARY EDUCATION THROUGH FORMAL, NON-FORMAL AND ALTERNATIVE 


SYSTEM 
Aim: 
By 1995 80% coverage of girl children under primary education 
By 1997 90% coverage of girl children under primary education 
By 2000 100% coverage of girl children under primary education 
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SPECIFIC GOAL (iii): TO COVER 80% 


OF ADOLESCENT GIRLS THROUGH SPE 

jal CIAL AND PERIODIC 

Pr ON HEALTH, NUTRITION, HYGIENE, SEX EDUCA TION, 
CHILD CARE AS WELL AS PROTECTION FROM CHILD ABUSE 


pce AND EXPLOITATION. 

By 1995 Coverage of 40% adolescent girls in health camps 
By 1997 Coverage of 70% adolescent girls in health camps 
By 2000 Coverage of 80% adolescent girls in health camps 


© 


SPECIFIC GOAL (iv): TO PROVIDE VOCATIONAL SKILLS FOR SELF-RELIANCE AMONG 50% 


ADOLESCENT GIRLS INCLUDING SCHOOL DROP-OUTS 


AIM: 

By 1995 20% coverage of adolescent girls in vocational training 
By 1997 30% coverage of adolescent girls in vocational training 
By 2000 50% coverage of adolescent girls in vocational training 
C. MAJOR STRATEGIES: 


Health & Nutrition 


Providing health services to all girl children and adolscent girls 
Enforcing ban on sex identification of foetus. 


Instituting home-care of all infants particularly those with low birth weight through promotion of early 
and exclusive breast feeding, and timely and adequate weaning foods. 


Postponing age of marriage to 21 years and above through proper awareness and advocacy through 
information, education and communication. 


Provision of training and self-employment opportunities for out-of-school girls of age 15 and above. 
Promoting single or two child norm 


Increasing birth interval to three years. 


Asse. 


ssing current malnutrition levels among 0-18 year old girls; monitoring and improving nutritional 
status, and reducing micro-nutients deficiencies. 


Conducting special health camps; administering tetanus toxoid at age 10 & 16 to all girls. 
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Education 


Review of school curricula and text books and removal of bias against girl children. 


Organising creches and halwadis to relieve girl children of sibling care for easier access to primary 
schools through gram panchayats. 


Try-out of local community based escort systems for girls to ensure security and thereby regular 
attendance in schools. 


Priority targetting of girls, especially girls including disabled belonging to scheduled castes and tribes, 
working girls for significant improvement in enrollment, participation and achievement levels both in 
formal and non-formal/alternative systems of education. 


Teachers’ training on gender issues 

Family life education and counselling to children, families and communities. 

Training in Yoga as well as self defence activities for better exposure and self reliance. 
Water & Sanitation 


Compulsory provision of drinking water and sanitary facilities in schools for girls, anganawadi centres, 
urban slums and promotion of individual household latrines.wherever possible. 


Orientation on use and maintenance of these facilities. 


Child Labour 


Communication and social mobilisation for prevention and elimination of girl child labour in hazardous 


conditions, strict enforcement by legal provisions against any abuse and exploitation of girl children, 
adolescent girls and women. 


PROCESS INDICATORS: oe 


No. of girls completing primary education 


Nutritional status of gitls below 14 | years a 


Age specific deeth rates for female child 
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A. SPECIFIC GOAL 9: URBAN CHILD 


All sectoral goals to be achieved in urban areas with special emphasis on slum population living in 
notified slums, unauthorised slums, fringe areas, reclassified municipal areas. 


Special attention to be paid to urban “at risk" groups. "At risk” children to include children both from 


(a) economically disadvantaged “at risk" groups, viz. slum dwellers, pavement dwellers, street 
children, migrant groups and construction workers. 


(b) economically advantaged “at risk" groups, viz. children under the pressure of stress and 
competitive stress, children at risk for drug abuse/child abuse, children losing their childhood 
pleasures due to lack of recreational & play facilities and relaxation. 


B. PRESENT SITUATION: 


Karnataka has an urban population of 13.85 million spread over 254 cities and towns. The State ranks 
fifth in the degree of urbanisation and accounts for 6.3% of the total urban population in the country. There are 
17 Class-| towns with a population of more than one lakh each and accounts for 72% of the total urban 
population in the State. 4.91 million of the urban population lives in 237 towns with a population of less than 
one lakh. The rate of growth of urban population in Class | and Class Il towns was 42% and 47% respectively 
during the 1981-91 decade. The rate of growth and migration to the metropolitan city and other major towns 
is creating acute problems of housing, traffic and transportation. It has to be recoynized that by 2011 A.D., more 
than 50% of India’s population, and specially child population would be living in the urban areas. 


Children in urban areas suffer from multiple disadvantages in the areas of nutrition, health, sanitation 
and access to facilities and services appropriate for their requirements of balanced growth, which problems are 
further compounded by the existing social inequities. It is evident that the pressures of urbanization have been 
such that the urban children have gradually lost their rights to food, shelter, education, health and other services. 
/t is estimated that at least 25% of the urban children belong to the economically disadvantaged "at risk” 
groups, and are situated in dispersed urban pockets, and any strategies planned to reach the disadvantaged child 
should take such dispersal into account. 


C. MAJOR STRATEGIES: 


The main long-term strategy for urban development in Karnataka is to focus on alternate development 
by providing for planned growth of the peripheral and suburban areas adjoining the metropolitan cities 
where the problem is most acute, through locating employment generation activities, increase in 
investments for urban development in small and medium towns, as well as incentives and disincentives 
such as taxation measures of subsidies etc. Current strategies also include priority attention to housing 
and environmental improvements, specially for slum and pavement dwellers, through sites, services and 
housing etc., as well as improvements to the lighting, water, sanitation, latrines, drainage etc., 


86 


(a) 


(6) 


(c) 


(d) 


for their development. 


ul her € IS a pressing need for immediate implementation of minimum services for delivery to every 
disadvantaged urban child. The minimum services Should include health care, pre-school education and 
primary education, non-formal education, programme for school drop-out, health & nutrition education 
services for mothers, supplementary nutrition programme for children (6 months - 6 years of age) 


expectant and nursing mothers, and community awareness programme to involve community cadre for 
implementation and monitoring. 


The on-going programmes for implementation of various activities are Urhan Basic Services for the poor 
(UBSP), IPP-VIIl, ICDS urban based programme, NGOs efforts and other government schemes. 


The components of these programmes require special attention towards training for the government 
personnel implementing the programme, through capacity building, awareness amongst the community, 
space for multipurpose center, and complementing the effort with mobile programmes. 


UBSP could be identified as the approach through which all schemes of the government can converge 
with community involvement. 


There is need for preparation of an overall "City Action Plan" to focus attention on the poorest of the 
poor in urban areas, laying emphasis to the following aspects: 


Identification and mapping of locations and areas where the poorest population groups are found, 
including slum and pavement dwellers, street children and rag pickers. This ought to be done by the 


ward committees of the local urban bodies. 


Assessment of the status of children and women Iiving in these areas in terms of health, nutrition and 
education and access to basic facilities such as shelter, drinking water and sanitation for the family, 


and opportunities for human resource development of the child. 


Targetting available basic services and programme coverage to those most crticallly in need, and ensuring 
access to health, nutrition and education facilities. 


Preparation of city/town action plans by the ward committees of the municipalities in consultation with 
NGOs to focus on vulnerable groups for the achievement of sectoral goals through convergence of 
existing programme and services specifically with respect to the following elements: 
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(e) 


(f) 


Health And Nutrition: 
Birth and Death registers to be maintained at the ward committee level 


Establishment of a health identity card system on a mandatory basis for the disadvantaged group which 
should have the same serial numbers as ration cards. 


Providing outreach services for families “at risk" under IPP-VIII or other such programmes. 


Undertaking periodic training and skill upgradation programme for all municipal health officers under 
CSSM Programme. 


Creating awareness about use of ORS. Providing adequate supplies of ORS packets for urban “at risk” 
families through IPP-VIll, ICDS, UBSP and commercial channels. 


Addressing household food security needs through better targetting of the PDS system to reach urban 
“at risk" children. 


Ensuring proper provision of ration cards and access to fair price shops to urban ‘at risk’ groups and 
maintenance of records of the same at the wards committee level and location of fair price shops within 
the areas where the poorest population groups are found. 


Making available iodised salt through fair price shops at affordable prices 


To recognize the role of stress on emotional and psychological development of the urban child and to 
identity and provide counselling and support services for the same within the identified areas. 


Education: 


Undertaking school mapping with community support to ensure access to education by all the "at risk" 
children by the Education Department. 


Initiating systematic Non-Formal Education activities for school drop-outs. 
; to set targets through text books, where content matter is relevant, 

through teaching methods that are child-centered and culturally familiar to the child. 
to introduce a modular system of teaching and learning, 

to decrease number of hours education, 


to do away with age wise admissions for each level, and 


to increase resources ta this system. 
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(g) 


- fh) 


ee iiaieh bet eal Anganwadi and other Non-formal pre school centers to the primary schools 
waren irom anganwadi centres enter and complete the stage of primary education. 


To ee ea: of children’s performance for identified Minimal Levels of Learning for each 
yeat/stage of education. This is relevant both for the formal and the non-formal methods of education. 


For purposes of admission declaration of age by the parents should be enough for (a) school purposes, 


as well as (b) the municipal authorities for issue of birth certificates. 


To encourage schools, community halls and other available government and community buildings to be 


utilized for non-formal education, before and after school hours, as well as National Literacy Mission 
activities through voluntary organizations. 


To encourage child to child programme for teaching of primary education skills for the urban 


disadvantaged child, by secondary school children under the National Literacy Mission and other parallel 
programmes. | 


To make available recreation and playground facilities for all children. 


Mobilising community support for improving school facilities, including buildings, water and toilet 
facilities, and basic teaching equipment {including play equipments) as well as voluntary teachers. 


To insist upon the private schools to allow their school buildings and playground facilities to be used 
(hy NGOs with prior tie ups) for non-formal education and adult education, etc. after their regular school 
hours. 


To provide career data banks of employment opportunities for each level of completed education, for 
school drop-outs and for those going through the non-formal system of education. 


To improve community facilities to school, centers, and child safety in and around schools (monitor 
availability of drugs, road accidents, sexual abuse, etc.,) 


Water Supply: 


Ensuring the achievement of the urban norm of one drinking water source for 1 00 persons (20 families) 
through development of alternate systems (like handpumps and wherever possible by providing additional 


storage capacity) 


Land and Housing: 


The rights and requirements of the disadvantaged urban child should be recognised allowing the family 
to have access to land on which they are living or a house on ownership basis, with security of tenure 


and proper civic facilities. 
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(i) 


i) 


The pavement dwellers/slum dwellers should be provided with land and/or shelter in proximity to their 
employment areas. 


Planning and decision-making on providing shelter, land-showing provision of proper community spaces 
like parks, play areas etc. should be done with community participation keeping the requirements and 
rights of the urban child in view. 


Environmental Sanitation 


Covering all urban poor, with special facilities for pavement dwellers under the existing programme of 
Low Cost Sanitation (LCS) and Environmental Improvement of Urban Slums (EIUS) 


Developing community maintenance systems for water, sanitation, drainage and solid waste collection 
in UBSP project areas. 


Providing space for smaller community latrine units for better access to ‘at risk’ communities under Slum 
Clearance and Slum Upgradation Schemes with provision made for their maintenance. 


Developing special designs for group community latrines to meet the basic needs of women and children. 


In urban slums there is no sanitation or proper disposal of solid waste. Community education and proper 
disposal of waste with the help of municipal bodies requires to be taken up urgently. 


Communications And Media: 
Preparation of programmes that use audio-visuals, mass media, folk media, puppetry, street theatre, etc. 


Preparation of data banks that are accessible to NGOs for planning. 


ducation, water and sanitation in urban areas (quantity) ee 8 


or education (number) 
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SPECIFIC GOAL 10: CHILDHOOD DISABILITY 

Elimination of poliomyelitis in 10 districts by 1995 and eradication hy 2000 AD 
Control of Vitamin A deficiency and its consequences including blindness. 
Control of lodine Deficiency Disorders including cretinism 

Reduction of other preventable childhood disabilities 


Early detection and intervention as well as community-based rehabilitation of all chilren (0-5) with any 
disability 


Integration of children in the age group of 3-18 years with mild or moderate disabilities into the 
mainstream of formal and non-formal education and alternative, except children with mental handicap 
of severe and profound levels. 


PRESENT SITUATION: 


The number of disabled children in the 0-14 age group is estimated to be 1,33,892, representing 38.4% 


of the total number of disabled persons: Visually handicapped - 10,585; Hearing Impediments - 18,807. 
Orthopaedically handicapped - 89,289; Mentally handicapped - 14,366. 


The major causes of childhood disabilities are: 

Poliomyelitis 

Vitamin A deficiency causing blindness 

lodine deficiency causing goitre, cretinism and mental retardation 
Maternal causes leading to intra-uterine growth 


Environmental effects during pregnancy, such as communicable diseases, accidents, non-prescribed 
medication, ete. 


Consanguineous marriages 


Accidents during childhood 
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Birth asphyxia, leading to Spastic paralysis and mental retardation 


Advanced maternal age 


Lack of public awareness regardin 
i 9 prevention and early interventi 
hased rehabilitation, Y vention as well as family or community- 


MAJOR STRATEGIES: 


Strenghtening health and nutrition programmes viz immunisation, provision of Vitamin A prophylaxis, 


universal consumption of iodised salt, nutrition education, early detection and intervention using existing 
primary health care and ICDS infrastructure. 


Strengthening community based rehabilitation through Government and Non-Government Agencies. 
Screening of new-borns and follow-up of "high risk" infants using existing health infrastructure. 


Concerted communication effort for mass (public) awareness creation on prevention, early detection and 
family-based rehabilitation as well as on prevention of consanguineous marriages. 


Strengthening of skill development 
(a) Strengthening/introducing integrated education in selected schools in uncovered districts. 


(b) Starting self-help groups for parents of disabled 


(c) Starting training & production centres at taluk level 
(d) Establishing fabrication and repair units at taluk level 
(e) Providing scholarships/aids and appliances, special materials such as braille slates, sensitive 


stimulation materials etc. accessibility to all disabled children. 


(f) Research for appropriate technology 


(9) Development of different approaches in community based rehabilitation with a special focus to 
reach disabled children in rural areas, tribal areas, urban slums and of destitute families 


(h) Ensuring institutional rehabilitation support and care for orphaned children 


Extension of Integrated Education for Disabled (IED) approach to all pre and primary schools 


Providing emergency care to all complicated deliveries to prevent birth asphyxia 


To meet pre-school education requirements of disabled children and other pre-school centres 
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. Ensuring facilities for neo-natal care including resuscitation 


Legislations for the protection of disabled persons against discrimination, segregation and protection of 
their rights. 


. Establishment of marriage counselling and guidance bureaus with facilities for chromosome tests at 
district level 


: Strengthening of early detection and intervention of children with disabilities in O- 3 years age groups 
using CBR approaches and existing infrastructure. 


: Capacity building at all levels for IED and CBR. 
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A. SPECIFIC GOAL 11: CHILDREN IN ESPECIALLY DIFFICULT CIRCUMS TANCES 


a) Addressing the problem of street children through reinstatement of younger children in famihes and 
encouraging government and non governmental organisations to maintain night shelters, imitating 
formal/non-formal and vocational education and providing health facilities. 


b) Developing and strengthening non-institutional services for orphans and destitutes and resorting to 
institutional services only as the last option. 


c) Modifying existing institutional set-ups to meet the needs of such children. 

d) Ensuring strict implementation of Juvenile Justice Act. 

e) Preventing juvenile delinquency through community based services. 

f) Eradication, prevention and rehabilitation of victims of Devadasi System through social moblization and 


awareness programmes. 
9) Rehabilitation of leprosy cured children and children of leprosy patients. 
h) Rehabilitating AIDS orphans into the main stream of society 


i) Addressing the problem of Drug Addiction among children 


B. PRESENT SITUATION: 


As in most parts of the country child neglect, abuse, exploitation, abandonment and destitution 1s on 
the increase in Karnataka. This situation is attributable to pressures of demographic growth and shifts, 
unemployment and underemployment, migration, urbanization and is further aggravated by poverty. 


In Karnataka there are 20 Observation Homes, 22 Juvenile Homes, 4 After care Homes, and 9 Juvenile 
Service Bureaus. In addition, there are 260 Destitute Cottages and 10 Fit Person Institutions run by voluntary 
agencies. Karnataka has also initiated a programme for assisting NGOs to provide services to street children, rag 
pickers as well as drug addicts. 


To date 26 NGOs are implementing programmes for street children, rag pickers and drug addicts in the 
urban and semi urban parts of the streets. 
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C. 


-MAJOR STRATEGIES: 


For Street Children 


Create a data base particularly on the magnitude, dimensions and problems of street children 
Reach education and vocational training facilities to the street children 

Strengthen and evolve community based non-institutional services 

Ensure health coverage 


Improve the quality of life for street children, to create an environment and condition to help them grow. 


For Neglected and Orphaned Children: 


Advocate and promote non-institutional approaches in government policy and programme like adoption, 
fostercare and sponsorship; 


Provide counselling services to the ‘at risk families’ to prevent abandonment due to social and economic 
circumstances. 


Develop community based outreach programmes for the children in especially difficult circumstances. 
Provide shelter for street children 

Effectively ensure functioning of Juvenile Service Bureaus to prevent children coming to the streets 
Revive City Action Committees 


Organise awareness programmes for public, Police, judiciary, ete. 


Ensure better income generating skills to women and girls in the ‘at risk families’ including Devadasi 
women and children 
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For Juvenile Delinquency: 


Prevention of juvenile deliquency and rehabilitation through community hased services and juvenile 
service bureaus 


Start child guidance clinics with professionally trained persons in slums, ete. 


For AIDS: 
Create awareness through NGOs and Government infrastructure 


Start counselling and guidance centres and access to referral services 


For Drug Abuse: 


Awareness programmes through multi media package on drug and alchohol abuse 


Opening of de-addiction centres in all government district hospitals and community based rehabilitation 
measures 


Assisting children of drug addicts for their education and training purposes 
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The year 1995: 
What can be 
achieved? 


MID DECADE GOALS 


: Immunization coverage more than 85% 
. Elimination of neo-natal tetanus 


, Reduction of measles mortality by 95% 
& measles morbidity hy 90% 


- Elimination of poliomyelitis in 10 district 


> Achievement of 80% ORT use for 
diarrhoeal disease 


i Control of Vitamin A deficiency 
Universal consumption of lodised salt 
Success of "haby friendly hospital initiat 
Elimination of guineaworm disease 


Increased retention of children at primar, 
stage of schooling 


Increased access to sanitation 


eee BY DIRECTORATE OF WOMEN AND CHILD DEVELOPMENT, BANGALORE WITH UNICEF COOPERATION 


